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ANAESTHETK 
ACCIDENTS 


This work correlates current opinion on the 
prevention, diagnosis and treatment of the im- 
mediate and remote complications of general and 
regional anaesthesia, with each section of the book 
illustrated by the author's personal observations. 
Anaesthetic accidents are relatively uncommon, 
but when they do occur they may lead to the 
death or life-long invalidism of the patient; thus 
a knowledge of the experience of others and 
pertinent experimental facts are important 
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A TEXTBOOK 
OF PSYCHIATRY 


By SIR DAVID HENDERSON and the late 
R. D. GILLESPIE with the collaboration of 
IVOR R. C. BATCHELOR 
760 pages EIGHTH EDITION 35s. net 
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The text of this new edition has been extensively revised and much new 
material added. Dr. Ivor Batchelor has collaborated with Sir David 
Henderson, and together they have succeeded in making the new edition 
thoroughly up to date without any increase in the size of the book. 

Special attention has been given to recent work on the aetiology of 
mental illness, and many chapters have been completely rewritten, 
including the one on epilepsy and that dealing with paranoia, where a 
special attempt has been made to clarify the distinction between 
schizophrenia and the paranoid states. 


MANAGEMENT 
IN OBSTETRICS 


By ANDREW M. CLAYE 


228 pages 35 illustrations SECOND EDITION 18s. net 
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This small book deals only with management in obstetrics; theoretical 
aspects are omitted and controversial topics are not discussed. Professor 
Claye gives his own opinion on management, methods and treatment in 
a concise and straightforward manner that will leave neither doubt nor 
indecision in the mind of any general practitioner with limited obstetric 
experience who reads it. 

In revising the text for this new edition, very careful consideration has 
been given to the few minor criticisms made when the book was first 
published, and wherever it seemed justified, the text has been amended. 
New chapters have been included on Postmaturity and Retained 
Placenta, and those on Ante-partum Haemorrhage and the Relief of Pain 
in Labour have been rewritten and greatly expanded; many additional 
illustrations have been included. 
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SUBARACHNOID HAMORRHAGE 

By JOHN N. WALTON, M.D., M.R.C.P. 

366 pages. 36 illustrations. 30s. 
HISTOLOGICAL APPEARANCES OF TUMOURS 

By R. WINSTON EVANS, T.D., B.Sc., M.R.C.S., L.R.C.P. 

789 pages. 989 illustrations. 

THE PATHOLOGY AND SURGERY OF THE 
VEINS OF THE LOWER LIMB 

By HAROLD DODD, Ch.M., F.R.C.S., and F. B. COCKETT, B.Sc., 

M.S., F.R.C.S. 

470 pages. SII illustrations. 65s. 
PERIPHERAL VASCULAR DISORDERS 

Edited by PETER MARTIN, V.R.D., M.Chir., F.R.C.S.Ed., R. B. LYNN, 

F.R.C.S., J. HENRY DIBLE, M.B., F.R.C.P., and IAN AIRD, Ch.M., 

F.R.C.S. 

856 pages. 568 illustrations. £5 10s. 
CARDIOVASCULAR INNERVATION 


By G. A. G. MITCHELL, 0.8.E., T.D., M.B., Ch.M., D.Sc. 
368 pages. 216 illustrations. 55s. 


THIOPENTONE AND OTHER THIOBARBITURATES 
By JOHN W. DUNDEE, M.D., F.F.A.R.C.S., D.A. 
320 pages. 65 illustrations. 22s. 6d. 
FRACTURES OF THE FACIAL SKELETON 


By N. L. ROWE, F.D.S.R.C.S., L.R.C.P., and H. C. KILLEY, 
F.D.S.R.C.S., L.R.C.P. 
960 pages. 1,236 illustrations. £6. 
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HENRY KIMPTON’S PUBLICATIONS 


THE PREGNANCY TOXAEMIAS or THE ENCYMONIC 
ATELOSITESES 
By G. W. THEOBOLD, M.A. M.D.(Cambridge), F.R.C.S.(Edin.), 
F.I.C.S., F.R.C.0.G., M.R.C.P.(Lond.) 


With a Chapter on the Adrenal Cortex by John Dawson, M.B., Ch.B., M.Sc.(Leeds) 
10 in. x 6 in xiv + 488 Pages 56 Illustrations Cloth Price 63s. net 


New (lith) Edition DISEASES OF THE SKIN 
By RICHARD L. SUTTON, Jr., A.M., M.D., F.R.S.(Edin.) 
Eleventh Edition, revised and enlarged 
10 in. x 7 in. 1479 Pages 1972 Illustrations Cloth Price é11 





New (5th) Edition 
CLINICAL LABORATORY DIAGNOSIS 
By SAMUEL A. LEVINSON, M.S., M.D., Ph.D., and 
ROBERT P. McFATE, Ch.E., M.S., Ph.D. 
Fifth Edition, revised and enlarged 
244 Illustrations and 13 Plates, |! in Colour 
94 in. x 6} in. 1246 Pages Cloth Price 93s. 6d. 


New (8th) Edition 
TEXTBOOK OF PATHOLOGY 
By E. T. BELL, M.D. 
Eighth Edition, revised and enlarged 
545 lilustrations and 5 Coloured Plates 
94 in. x 6} in. 1028 Pages Cloth Price £5 5s. 


CAMPBELL'S OPERATIVE ORTHOPAEDICS 


Edited by J. S. SPEED, M.D., and R. A. KNIGHT, M.D. 
Third Edition, revised and enlarged. In Two Volumes 
1323 Mlustrations and 2 Coloured Plates 
2124 Pages Cloth Price £14 10s. 


STRABISMUS 
Diagnosis and Treatment 


By BEULAH CUSHMAN, ™.S., M.D. 
94 in. x 6} in. 208 Pages Hlustrated Cloth Price 45s. 


SKIN SURGERY 


By ERVIN EPSTEIN, M.D. 
94 in. x 6} in. 228 Pages 242 Illustrations Cloth Price 56s. net 


BING’S LOCAL DIAGNOSIS IN NEUROLOGICAL DISEASES 
Translated, revised and enlarged from the Fourteenth German Edition 
By WEBB HAYMAKER, M.D. 
225 Illustrations, including 9 in Colour 
9} in. x 6} in. 478 Pages Cloth Price £6 5s. net 


10 in. x 7 in. 





HENRY KIMPTON ~° 25 Bloomsbury Way ° London, W.C1 


Medical Book Department of Hirschfeld Brothers Led. 
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MeCance & Widdowson 


BREADS 


WHITE & BROWN 


A scientific study following the surprising results of the author's famous 
German experiments. The book investigates the origins of various 
preferences and prejudices put forward on behalf of white or brown 
bread from classical times until the present day. Outspoken and con- 
troversial, but unprejudiced and fully supported by fact the book is of 
absorbing interest in the light of the present controversy over bread 


Demy 8vo 160 pages 30 - net 





PITMAN MEDICAL PUBLISHING CO. LTD. 
45 NEW OXFORD STREET, LONDON, W.C.| 

















CASSELL MEDICAL BOOKS 





PREMATURE INFANTS 


by ETHEL C. DUNHAM, M.D. 


This is a major source of information on prematurity and an authorita- 
tive guide to the care of premature infants. Although this is the second 
edition of the book it is the first to be made generally available in the 
U.K. and overseas, and will become one of the standard works on 
the subject. 


Demy 8vo, 460 pp., Illus. 63s. net 





37-38 St. Andrew's Mili. London, E.C.4 
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NEW AND STANDARD WORKS 


ESSENTIALS OF FLUID BAL- 
ANCE 


By D. A. K. BLACK. 128 pp., 6 ill. 
Spring 1957 About I7s. 6d. 


THE PRINCIPLES OF THERA- 
PEUTICS 
By J. H. BURN. 264 pp., 35 ill. 
Spring 1957 About 30s. 


THE CUTANEOUS MANI- 
FESTATIONS OF SYSTEMIC 
DISEASES 
By JOHN G. DOWNING. 176 
pp., 52 ill. 1954 3ls. 


SUBPHRENIC ABSCESS 
By H. R. S. HARLEY. 224 pp., 
% ill, 1955 32s. 6d. 


SEXUAL PRECOCITY 
& H. JOLLY. 304 pp., 91 ill. 
55 50s. 


INTRODUCTION TO CLINI- 
CAL ENDOCRINOLOGY 
By A. STUART MASON. 224 pp., 
6 ill. Spring 1957 About 25s, 


COMPLICATIONS OF 
REGIONAL ANASTHESIA 

B D.C. MOORE. 308 pp., 97 ill. 

1956 75s. 


BIOCHEMISTRY OF THE EYE 
By ANTOINETTE PIRIE and RUTH 
VAN HEYNINGEN. 332 pp., 35 
ill, 1956 35s. 


DISEASES OF THE LIVER AND 
BILIARY SYSTEM 
By SHEILA SHERLOCK. 736 pp., 
3e ill. (Second Printing) 1956 SOs. 


HIGH ARTERIAL PRESSURE 
By F. H. SMIRK. About 680 pp., 
illustrated. December About 9 


FLUID BALANCE HAND- 
BOOK FOR PRACTITIONERS 
By W. D. SNIVELEY and M. Jj. 
SWEENEY. 336 pp., 8! ill. 1956 
Sis. 


GROWTH AT ADOLESCENCE 
By J M. TANNER. 224 pp., 68 ill. 
55 32s. 6d. 





TECHNIQUES AND PRO- 

CEDURES OF ANASTHESIA 
By JOHN ADRIANI. Second Edi- 
tion. 584 pp., 299 ill. 1956 66s. 


LECTURE NOTES ON THE 
USE OF THE MICROSCOPE 
By R. BARER. Second Edition. 
About 100 pp., illustrated. De- 
cember About 7s. 6d. 


HUMAN BLOOD COAGULA- 

TION AND ITS DISORDERS 
By ROSEMARY BIGGS and R. G. 
MACFARLANE. Second Edition. 
About 430 pp., 100 ill. 1956 
37s. 6d. 


THE DENTAL TREATMENT OF 

MAXILLO-FACIAL INJURIES 
By SIR W. KELSEY FRY and T. G. 
WARD. Second Edition. 380 pp., 
383 ill. 1956 47s. 6d 


BLOOD TRANSFUSION IN 
CLINICAL MEDICINE 
By P. L. MOLLISON. Second Edi- 
tion. 608 pp., 83 ill. 1956 45s. 


REGIONAL BLOCK 
By D. C. MOORE. Second Edition. 
6 pp., 433 ill. November 80s. 


THE HEAD AND NECK IN 
ROENTGEN DIAGNOSIS 
By E. P. PENDERGRASS, j. P. 
SCHAEFFER and E. P. HODES. 
Second Edition. 1,880 pp., 2,403 ill. 
December Fels. £14 


CLUES IN THE DIAGNOSIS 
AND TREATMENT OF HEART 
DISEASE 
By PAUL D. WHITE. Second 
Edition. 204 pp., 55 ill. November 
4s. 


BLACKWELL SCIENTIFIC PUBLICATIONS - OXFORD 
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= NEW BOOKS ==) 


Cortisone Therapy 


by J. H. H. Glyn, M.D., M.R.C.P. 


This book is the result of several years of intensive study 
by the author both in this country and in the U.S.A. It 
carries a Foreword by Dr. Philip Hench of the Mayo 
Clinic, Minnesota, who was awarded the Nobel Prize 
for his discovery of the clinical uses of Cortisone 


List of Contents :—Foreword—introduction—Historical 
Review—The Nature of Cortisone and other Steroid 
Drugs—-Side-Effects and Contra-Indications—intra-Arti- 
cular Injections of Cortisone and Hydrocortisone—The 
Practical Problems of Cortisone Therapy (and How to 
Overcome Them)—General Discussion—Use of Cor- 
tisone in Diseases other than Rheumatoid Arthritis 
Appendixes—index. 


Preparation. 


172 pages. 17s. 6d. net. In 


sN2 


The Infantile Cerebral 


Palsies 


by Members of The Little Committee, 
Queen Mary's Hospital for Children, 
Carshalton, Surrey 


The authors hope that this work, based upon long 
experience, close observation and due contemplation 
of the facts of observation, will provide a foundation of 
management upon which those concerned with the 
problems of infantile cerebral palsy, whether as doctors, 
teachers or parents, may confidently build. 


List of Contributors:—Eirene Collis—W. R. F. Collis— 
William Dunham—t. T. Hilliard—David Lawson— 
Foreword by Sir Francis Walshe, O.B.E. 


List of Contents :—Foreword—introduction—William 
Little—The Forms of Infantile Cerebral Palsy Diagnosis 
and Management-—Generalised Spasticity -Hemiplegia 
Variable Rigidity—Athetoid Cerebral Palsy—Ataxic 
Cerebral Palsy—Organisation of Cerebral Palsy Services 
—Conclusion—index. 


112 pages. 15s. net. 





Wm. Heinemann Medical Books Ltd. 
99, Great Russell Street, W.C.! 








ADVANCES IN EVERY 
FIELD OF MEDICINE 


are fully dealt with in the 


1956 MEDICAL ANNUAL 


Edited by 
SIR HENRY TIDY, K.B.E., and R. MILNES WALKER 
With the collaboration of 46 contributors 
74th Issue. Pp. 548, with 37 Plates and 43 text 
illustrations. 38s. 6d., post 1s. 6d. 
In addition to the usual features, this issue contains 
specially contributed articles on 
Hormonal Treatment of Cancer H. J. B. Atkins 


Treatment of Advanced Cancer 
Sir Stanford Cade 


Poliomyelitis: The Present Position of Active 
Immunization W. H. Bradley 


Steatorrheea W. Trevor Cooke 


There is no surer or easier way of keeping up to date 
than by Sosemnigg a regular subscriber to the 
“Medical Annual’’. 


ORDER YOUR COPY NOW 
WRIGHT’S— BRISTOL 








BLAKISTON’S 
NEW GOULD 
MEDICAL 

DICTIONARY 


revised second edition 


Although based on Gould’s famous 
medical dictionary, the Blakiston con- 
tribution is an entirely new work, 
reflecting advances in all the various 
branches of medicine. It includes 
12,000 new words and 8,000 changes 
in definition. thumb index 

hard or soft cover 86s. 6d. 


Leaflets and medical catalogues from : 
McGraw-Hill Publishing Co. Ltd 
McGraw-Hill House-London EC4 
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The World’s Largest Officially Appointed Retailer exclusive to 
ROLLS-ROYCE and BENTLEY 
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Jack BARCLAY 


LimiTreéo 
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BERKELEY SOQ. » LONDON, W.1 
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Mayfair 7444 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND a DISORDERS 
President—Tus EARL SPENCER 
Medical Superi ntendent—THOMAS TENNENT. M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital i is | situated in 130 acres of park and pleasure grounds. V. eluntary patients, who are 
suffering from inci mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
poiene, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
logical and pathological examinations. Private rooms with Li ~ nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a  Recngtine, Hospi in detached grounds with a enpemte, entrance, to which poten can be 

quipp th all the apparatus for the nv and treatm Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available. ) suitable oo It contains 
special departments for hydrotherapy ~ 4 various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy uche, Scotch Douche, Electrical baths, Plombiéres treatment, &c. There is an 
Operating Theatre, a Dental ican an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It ako contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are ene pm establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and lied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a eommee' of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. fodows Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients — &, visit one branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing seashore. There is trout fishing in the park. 

At all the branches of the or ioapteal there are cricket grounds football a and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling —" Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpent 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 
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Es Officially recognised by the World 


| Health Organisation and included in its 
H. K. LEWIS & Co. Ltd. publication “ World Medical Periodicals.”” 











BOOKSELLING DEPARTMENT ‘ The 
Large stock of Textbooks and recent Litera- - 


ture in all branches of Medicine and General 

Science. Catalogues on request. BRITISH 
FOREIGN DEPARTMENT | 

Books not in stock obtained to order. 


Bircham \ JOURNAL 
OF 


All students’ requisites. 


SECOND-HAND DEPARTMENT 
A A come? changing large stock of Books 


Medicine, and Technology 
pn available. M D 


LENDING LIBRARY yw 
Annual Subscription, Town or Country . oa 
from £1.17s.6d. | Vea P 
Special — to Students -p-- Senten and Other: Or. &. }. Ven Poke 
vincial Medical Schoo 
official organ of the 


and is particularly useful to Societies, Students British Society of Medical Hypnotists 
Ressaree Wermeve. INFORMATIVE ARTICLES 


includes all recent and standard | 
| 
| 

Prospectus post free on request. | BY WORLD AUTHORITIES 
| 


| in nek i branches of Medicine and Science, 





H. K. LEWIS & Co. Ltd. PUBLISHED QUARTERLY 


136 Gower Street, London, W.C.! Subscription €1.1.0. p.s. post free 
Telephone EUSton 4282 (7 lines) | Orders te:— 
| 4VICTORIA TERRACE, HOVE, SUSSEX 



































Relief and new hope—these are the important benefits that 
the recently introduced product Equanil (Meprobamate) 


brings to the anxiety-ridden patient. 


Equanil is an outstanding preparation which has proved 
itself clinically to be vastly superior to the other remedies 
previously available for the symptomatic management of 


the many patients who seek relief from neurotic disorders. 


Equanil acts specifically on the central nervous system. It 
reduces tension, restlessness and irritability. It promotes 


muscular relaxation and more restful sleep. 


In brief 


THE WORD ‘EQUANIL’ IS A REGISTERED TRADE MARK 
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4 study in repose. * A Woman Peeling Apples* by preTER De HOOCH (1629-1683) Reproduced by 


permission of the Trustees 
of the Watlace Collection 


SAFELY 


Restores Repose i alle 


RELIABLY 


SUPPLIES: 400 mg. tablets in bottles of 20 and 250, 


[Beet] 














favutlebney.< 
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THE EXTRA PHARMACOPGIA 


(Martindale) 23rd Edition In two volumes 


Volume | (1952). Forms a comprehensive guide to “ ethical” pro- 
prietaries, the toxicity of chemicals and drugs, methods of 
administration, contra-indications, dosage, with abstracts 
of the world literature. The Therapeutic Index contains 
approximately 750 headings. 
pp. xxii + 1352. Price 55s. (postage Is. 6d.) 

Volume 2 (1955). Of particular value to the specialist in public health 
and in tropical medicine. Chapter headings include: 
Methods of Food Analysis (pp. 76); Water Analysis (pp. 
16); Bacteriological and Clinical Notes with reference to 
Special Diseases (pp. 108); Nutrition and Vitamins (pp. 60); 
Clinical Biochemistry (pp. 300). 


pp. xxxi + 1501. Price 57s. 6d. (postage Is. 6d.) 


THE PHARMACEUTICAL PRESS 
17 Bloomsbury Square, London, W.C.1 




















Now available: the Second Edition, 
revised and enlarged, of the classic 


DISEASES OF THE HEART 
AND CIRCULATION 


by PAUL WOOD 
O.B.E., M.D. (MELBOURNE), F.R.C.P. (LONDON); DIRECTOR, INSTITUTE OF 
CARDIOLOGY, LONDON; PHYSICIAN, NATIONAL HEART HOSPITAL; PHYSICIAN IN 
CHARGE OF CARDIAC DEPARTMENT, BROMPTON HOSPITAL 
Royal 8vo 1028 pages 450 illustrations Sgns. net 
Reviews of the First Edition : 
“A work which no cardiologist who aspires to keep abreast of his subject can 


afford to be without.” BRITISH HEART JOURNAL 
* A notable contribution to the literature of the subject.” PRACTITIONER 
** A very readable and important exposition.” BRITISH MEDICAL JOURNAL 


“It would be difficult to get so comprehensive an account of this subject into fewer 
words . . . The book is profusely and beautifully illustrated, and in every sense a 
fine production.” LANCET 


EYRE & SPOTTISWOODE, 15 Bedford St., London, W.C.2 
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Clinical Control of 
orthostatic hypotension 


with SPENCER 


One of the findings in studies* covering a six month to 
three year follow-up on 173 patients who had sympa- 
thectomies to include the 4th thoracic level indicate 
that the control of the orthostatic hypotension which 
results “ routinely requires a special corset (Spencer 
Support) with a spring suprapubic pad (Spencer 
Abdominal Spring Padt) . 

The Spencer Support and Abdominal Spring Pad used 
in these—and in present—studies are pictured at right. 
The support improves and maintains posture and 
body mechanics and the Abdominal 
Spring Pad serves as a resilient visceral 
elevator. Together they help prevent 
the pooling of blood in lower abdo- 
men and _ extremities, favourably 
influence circulation and respiration, 
encourage exercise of muscles. The 
comfortable support to spine and 

abdomen produces a heightened sense of well-being, 
and confidence in getting back to normal living. 

These benefits are obtained because this Spencer 


Support—like all other Spencer Supports—is individually = . ae ae aa a a 


designed, cut and made for each patient to attain pad in the support. 
the prescribed medical aims. 

Use Spencer Supports with confidence in control of hypotension associated with any 
conditions where support is indicated. 








* Results of High Dorsolumbar Sympathectomy for Hypertension, ‘ Annals of Internal Medicine ', 30 : 307-329 
(February), 1949. 
t Patented. 


For further information write to 
SPENCER (BANBURY) LIMITED 
Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


Spencer House Banbury Oxfordshire 
Tel. Banbury 2265 


Branch Offices: 
LONDON: 2 South Audley Street, W.1 Tel. GROsvenor 4292 
MAN‘ : 38a, —¥ 2. Tel. BLAckfriars 9075 
LRAT OO: 7° Cosseh Sse Pak C ae a Toee Hal 
ictoria ross 

). LE Tel. 3-3082 
BRISTOL: 44a Road, 8. Bristol 24801 
GLASGOW: 86 Vincent Street, C.2. ls, CENesi 3232 
EDINBURGH: 30a, George Street, 2. CALedonian 6162 


Trained Spencer Retaller-Fitters available throughout the Kingdom, name and address of seerest Fitter 
supplied on request. 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 





Copyright 
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When prescribing infra-red or ultra-violet 





rays for self-treatment . . 






... remember these advantages 


of PHILIPS Health Lamps 


(Made in Holland) 
IMFRAPWWK—move. «2” 


This is a simply constructed and lightweight lamp 
that helps, quickly and comfortably, to relieve 
many ailments of a rheumatic nature. The patient 
can, after medical advice, give himself home 
treatment in a standing, sitting or lying position 
and in any room where there is an electric point. 
The lamp is obtainable only on production of a 
signed medical certificate. Price £3 .3 . 0, 








IMEFRADPW IK — monet “a” 


Basically, this is the same lamp as the one above 
It has, however, been given a streamlined, 

robust stand, the base of which enables the lamp 
to be more easily fixed to a wall and the rays 
directed downwards. INFRAPHIL is particularly 
suitable for sportsmen and athletes, who will use 
it as an aid to —— and for the relief of 
sprains, bruises and muscular fatigue. Obtainable 
on medical certificate only. Price £4. 4 . 0. 





Ultra-Violet SUN (LAN RMA ID 


Compact and attractive in appearance, this 
Philips ultra-violet lamp has the double advantage 
of portability and manoeuvrability. It is simple 
and safe for your patients to use, under Medical 
Guidance, in the comfort of their own home. 
Goggles are, of course, essential and these are 
provided with the lamp. Again, a signed medical 
certificate is necessary for purchase. Price £5.17.6. 


We shall be glad to supply surther details of any 
of these lamps. Please address your enquiries to 





@) PHILIPS ELECTRICAL LIMITED 


Electrical Appliances Division - Century House - Shaftesbury Avenue « London - W.C.2 
INFIOS8B 
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All the available 
evidence of 

the development of 
bacterial resistance 
points to the need for 
a safe and effective 
means of securing 
control of local 
infections without the 
employment of those 
antibiotics which are 
of greater value for 
systemic use, 


bacterial 
resistance 


a new advance in wound therapy: 


CICATRIN has advantages over exist- FORMULA: Each gramme contains 


ing modes of wound therapy for the Neomycin Sulphate 5 mg. 
following reasons :— Zinc Bacitracin 250 units. 


Lc getine 2 mg. 
* is bactericidal and bacteriostatic. dl- 


reonine 1 mg. 
* minimizes the risk of the develop- 


eizcne 10 mg. 
PACKS: 15 gramme Seiakier 
ment of resistant strains. ICE: 6 
* is effective against most of the path- 


, ‘* (plus P.T.) 
15 gramme Col apsible Tube 
ogens including those resistant to 


: 6/- (plus P.T.) 
* Healing is stimulated by selected 
amino acids. 
* is not cyto-toxic. 
* is active in the presence of blood and 
tissue exudates. 
* is non-allergenic. 





cream and powder 
amino acid 
and antibiotic 


WE: : 
a CALMIGC LIMITED 2 atansrea sonra” 


Crewe 3251-5 Tel: LANgham 8038-9 





AUSTRALIA: 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA: Terminal Buildings, York St., Toronto 
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| additive | anti-inflammatory effects 


side-effects 
In rheumatic disease © + 4... = @ Cordex 


(peeonrsovome 





. . Each Corpex tablet — 
Cordex combines Delta-Cortef and acetylsalicylic acid to — 


Jelta-1-hy ; 
provide the additive anti-inflammatory activity of each . eNom ne aaa 0.5 mg. 
- an one¢) 
: analgesic action of the salicylate. 
drug, plus the analgesic 2 : A cetylsalicylic acid 300.0 mg. 
With this combination relief of pain is normally afforded in 
. Average dosage 1-2 tablets four 
24 to 72 hours. In the amount employed, Cordex achieves times a day. Bottles of 100 tablets. 


an effect equal to that produced by 2 or more times the 

amount of adrenal steroid alone. This combination permits 

a reduction in the dosage of each component, which results CORDEX is at present 
in a decrease in undesired side reactions. available to hospitals only. 
Indicated in : fibrositis, tendinitis, synovitis, myositis, °Trade mark 
bursitis, neuritis, lumbago, painful shoulder, non-articular 

rheumatism, allergic arthritis, osteoarthritis and mild or 

low-grade rheumatoid arthritis. 


UPJOHN OF ENGLAND LTD. 4 Aldford St., Park Lane, London, W.1. 
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NEW 
Elastic 


Provide 


* Reduced risk of allergy 

* No maceration of the skin 
* Less discomfort on removal 
* Strong but elastic support 


VARICOSE VEINS & ULCERS 
— Compression and support 


SPRAINS & STRAINS 


— Immobilisation 


JOINT EFFUSIONS 
— Reduction of fluid 


SECURING DRESSINGS 


Available in 3” and 24” widths x 5 - 6 yds. stretched 
Prescribable on E.C.10 


SAMPLES supplied on request from 
JOHNSON & JOHNSON (GT. BRITAIN) LTD., 
Hospital Division, Slough, Bucks. - Slough 2552! 
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BENYLI:: EXPECTORANT® is a rational 
and effective preparation containing 
Benadryl* and expectorants for the 
relief of cough associated with 
irritative and congestive conditions of 
the respiratory tract. It inhibits the 
cough reflex, alleviates congestive 


symptoms, such as nasal stuffiness, 





and exerts a soothing effect on the 
upper respiratory mucosa. Benylin 
Expectorant is presented as a pleasant 
raspberry-flavoured syrup, and as it is 
free from opiates is suitable for 
children as well as adults 

*Trade Mark 


Benylin Expectorant 


demulcent - decongestant 


Supplied in bottles of 4, 16 and 80 fl. ozs 


ben? Parke, Davis & Company Ltd. (inc. U.S.A) Hounslow, Middx. Tel.: Hounslow 236! 
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the best things in life are not free... 
from hyperacidity 


Most patients know when their hyperacidity is caused by over 
indulgence in food, tobacco or drink. When the cause is not 
obvious, the doctor may trace gastric distress to emotional 
strain and nervous tension. In any case, the causes are not 
easy to remove, but the symptoms are—with Gelusil. 

Gelusil promptly and effectively controls the excessive gastric 
acidity of “ heartburn” and chronic indigestion. Its action is 
sustained, and side-effects do not occur. Gelusil leaves the 
patient free from constipation and “acid rebound”. 


Dose: 2 tablets after meals, or whenever symptoms arise. 


Formula: Each tablet contains Magnesium Trisilicate 7.5 gr. 
and Aluminium Hydroxide gel 4 gr. 


Packing: In packs of 20 and 50 tablets. Packs of 500 
available to chemists for dispensing. 


GEELWSIE 


Trade Mark 
WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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“Doctor, can you help 
me to sleep better?” 


a 
) 


THe PATIENT who complains of uneasy sleep 
is often one of the doctor’s most troublesome 
problems. 

The beneficial effects of a warm food drink 
at night are well established, and many doctors 
recognize Horlicks to be the ideal night cap. 

Horlicks is partially predigested and is suit- 


able for patients of all ages. 
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continuous 
even sedation 
all day or all night 


with only one oral dose 


PHENOBARBITONE 
SPANSULE 


brand of sustained release capsules 
A modern, effective 


Gr. land Gr. 1'A presentation of phenobarbitone 
particularly indicated in: 


restlessness or irritability 
nervousness 
hypertension 
insomnia 
tension 
epilepsy 


Ay 


Smith Kline & French International Co 
represented by Menley & James, Limited 
Coldharbour Lane, London, S.E.5 
Tel: BRixton 7851 


sustained release 


only one oral dose 


SUPP 46 


Samples and literature available on request 
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Safe, Reliable, Efficient 


PENIDURAL, the safe oral suspension of penicillin, is a reliable 
weapon in the treatment of many infections. 

The penicillin is absorbed from the intestine and results in 
therapeutic blood levels in the patient which deal efficiently 
with the penicillin-susceptible organisms. 

PENIDURAL Oral Suspension is a palatable preparation and 
its administration by mouth is simplicity itself. One teaspoonful 
5 c.c.) six-hourly is sufficient to deal successfully with most of 
the pathological processes caused by Streptococci, Staphylococci 
and Pneumococci. 

PENIDURAL Oral Suspension contains 300,000 units Benzathine 


Penicillin to each large teaspoonful (5 c.c.) and is supplied in 


bottles containing 60 c.c. 
Oral PENIDURAL is also available in tablets, each containing 


200,000 units of Benzathine Penicillin. 


PENIDURAL Oral Suspension 


The word ‘Penidural’ is a registered trade mark. 


JOHN WYETH & BROTHER LIMITED 


CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.I 
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LIGNOCAINE 


Is the nearest known approach to 


THE PERFECT LOCAL ANASTHETIC 


It is made by J. F. Macfarlan & Co. Ltd. by their 


own process in their own laboratories in Edinburgh. 


One hundred and seventy-five years’ experience in the 
preparation of medical products, over a hundred in the 
preparation of alkaloids and nearly a century in the prepara- 
tion of anesthetics put this firm in a foremost position 
to control the manufacture of this addition to their range 


of anesthetics. 





J. F. MACFARLAN & CO. LTD. 


ESTABLISHED 1780 


109 Abbeyhill 8 Elstree Way 
BoREHAM Woop, Herts. 








EDINBURGH 8 
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Effective Double Treatment 
for Dandruff, Seborrhoea Capitis and Scalp Psoriasis 


Sebigen — formerly known as Sebbix 
Cream — is an effective, white, virtually 
odourless cream. Non-greasy, it is readily 
used by women since it does not mat 
or clog the hair. 


Sx bigen 


Purified fraction equivalent to 


Genisol is a new shampoo type 
preparation intended for the 
removal of scale and 
stimulation of normal skin 
growth. Genisol can be 

used with Sebigen or by 

itself when treating mild 
seborrhoea and dandruff. 


Purified fraction equivalent to 





Crude Coal Tar 10% 
Sulphur 3% 
Salicylic Acid 2% 
in a water miscible base 
l-oz. tube — 2/3d. basic N.H.S. price. 


Safe 


effective - economical 


Crude Coal Tar 2% 
Hexachlorophene 1% 


2-02. bottle (approx. 8 shampoos) — 1/\\d. basic 
N.H.S. price. 


GENATOSAN LIMITED, LOUGHBOROUGH, LEICESTERSHIRE ¢ 





XXXVI THE PRACTITIONER 








Sennen 











Is it going to hurt ? 


There are many wounds of all types which require dressing in such a way that the 
delicate epithelium receives the minimum of trauma. Most burns and many of the 
lesser accidents to which children are subject come into this category. In such cases, 
consider the advantages of Jelonet paraffin gauze dressing. This non-adherent dress- 
ing, a Smith & Nephew product, comes to you sterilized for immediate use in your 
surgery. It need exert no more pressure over the damaged part than is absolutely 
necessary; dressing trauma is prevented, and healing can continue undisturbed. 

Jelonet dressings are supplied in tins and in separately-packed single pieces, in 
sealed envelopes, for use in the patient’s home. 


JELONET 


vases @aee 
PARAFFIN GAUZE DRESSING B,P.C 






is a dressing for all wounds—sterile and ready for immediate use 


Jelonet may be prescribed on Form E.C.10 in the following 
sizes :—individual pieces in separate envelopes, in cartons of 12, 
and in tins containing 5, 10, and 36 pieces. Each piece 3}” x 3}”. 
For hospitais and other large users there is a special size tin 
containing a strip 8 yds. long x 3}” wide zig-zag folded. Every 
dressing is sterilised and ready for immediate use. 


FULL DETAILS FROM: SMITH & NEPHEW LTD~ WELWYN GARDEN CITY 
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NEW approach in 





| 
| SKIN DISEASE 

| Inflammation with Infection 
| 


DEMANDS 
*HYDROCORTONE’ AND ANTIBIOTICS 


*HYDRODERM’ provides the anti-inflammatory steroid hydrocortisone, incor- 


POPC PCC ]CHeOC RC ROR 


porated in an emollient base with the antibiotics neomycin and bacitracin. 


Specific activity is provided against both inflammation and infection. Use of 
thes» two broad-spectrum antibiotics assures protection from a wide variety 
of organisms communly found in skin lesions. Neither neomycin nor bacitra- 
cin is likely to cause a local reaction, and their use does not contra-indicate 
the concurrent use of other antibiotics systemically. 


Topical Ointment of ‘ayprRopERM’ is supplied in tubes of 5G. and 15G. 





Indications 
| Atopic dermatoses Contact dermatoses 


ute an Allergic reactions due to: 
Allergic eczema 





Drugs 
Infantile eczema : 
Cosmetics 


ee ae 


Eczematoid dermatitis | Chemicals 


Plants 


Food eczema Soaps 
Pruritus with | 


lichenification 


‘ 
Clothing . 
7 


| 
| Non-specific anogenital pruritus | ‘ 
| i 

| 


The NEW formulation 


“HY DRODERM 


TOPICAL OINTMENT | 


( Hydrocortisone - Neomycin Sulphate - Zine Bacitracin) 


Literature and professional package available to physicians on request. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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NO LONG FACES 
WHEN CHILDREN 
TAKE... 









Tancolin.... 


CHILDREN’S COUGH LINCTUS 


. RIV 
ee eres ", Tangerine Flavoured o provide an 
Siyeraytie ss matin immediately acceptable and effective treatment, appealing 
aad instantly to even the most unco-operative child patient 
Ascorbic Aurfrate 0.001% Tancolin combines a pleasant vehicle with a rational 
Glycerin Me 20.8 formulation—specifically for children. 

Cure Acid : 10 TANCOLIN has been designed to give a twofold anti- 
spasmodic and sedative action. The inclusion of a demulcent, 

a reflex expectorant and added Vitamin ‘C’ content are 

valuable adjuncts to this primary function. 

TANCOLIN is indicated for treatment of the distressing 

and irritating cough associated with the common cold, 

Bronchospasm Bronchitis and Inflammatory and Catarrhal 

affections of the Respiratory Tract. 

TANCOLIN is freely prescribable on E.C.10 (Cat. 3/4) and 

achieves therapeutic efficiency with economy. 





S Maw Son and Sons Limited Barnet England 


Gia 
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INFILTRATION ANAESTHESIA de- 
mands a satisfactory spread of 
anaesthetic solution. It is especially 
valuable in the outpatient depart- 
ment in cases where general anaes- 
thesia is contra-indicated. 


A CLEAR CASE FOR HYALASE, the 
enzyme hyaluronidase. 


HYALASE greatly enhances the 
spread and absorption of the anaes- 
thetic. It can be easily combined with 
the local anaesthetic with or without 
adrenaline, producing a greater area 
of anaesthesia of satisfactory dura- 
tion 


HYALASE can be successfully ap- 
plied whenever infiltration anaes- 
thesia is the method of choice. 


FULLY-DESCRIPTIVE 
LITERATURE is available 
Informa- 


and a Technical 
tion Service is always 
at your disposal. 





A clear case for HYALASE 





a 
; 


| | BENGER } 
BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE | 


PR { cT 


H.9 EEE . 
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Cheyne-Stokes 
Respiration 


Cardiac failure 
Bronchospasm 


Oedema 








A CLEAR CASE FOR CARDOPHYLIN. 
Best known and most widely used of 
the purine derivatives, Cardophylin 
is the one drug which combines four 
methods of treating heart failure. It 
is a respiratory stimulant; it con- 
trols bronchospasm; it increases 
coronary flow; and it is a diuretic. 


A clear case for 





Manufactured by WHIFFEN & SONS LIMITED and distributed by 


BENGER LABORATORIES LIMITED: HOLMES CHAPEL. CHESHIRE 


IT IS PRESENTED in tablets, supposi- 


tories, and ampoules for intravenous 
and intramuscular administration. 

DESCRIPTIVE LITERATURE 
a Technical In- 


FULLY 
is available and 
formation Service is always at 
your disposal. 
>. 
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FIRST oral trichomonacide 


TRITHEON’ 


BRAND OF AMINITROZOLE TA B & E Ts TRADE MARK 


“ 


for male and female. 


Because of their systemic action, TRITHEON tablets reach resistant 
trichomonads in their hiding places throughout the genito-urinary tract 
Unlike local trichomonacides, TaITHEON tablets eradicate the 

organism in male and female as proved by negative culture 


Clinical investigation has demonstrated that TRITHEON tablets 
administered orally eradicate trichomonads for culture-proved cure of 
more than 70 per cent of female patients whose husbands are treated 
simultaneously with TrRITHEON tablets. Even when only the wife is 
treated, cures are effected in approximately one-third of the patients 


Dosage: One tablet three times daily for 10 days 
Available: Bottles of 30, 180 and 1000 tablets ; each tablet contains 
100mg 2-acetylamino-5-nitrothiazole 


LITERATURE ON REQUEST 





TRITHEON is the original brand of 2-acetylamino-5-nitrothiazole tablets developed 
in the Ortho Research Foundation for the oral treatment of trichomoniasis 
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In two years Becantyl has 
become an established 
treatment for useless cough— 


Especially with 
children and old people. 
No side-effects 


Unrelated to morphine derivatives or guaiacol and with none of their disadvantages, 
Becantyl suppresses useless cough. The active ingredient in Becantyl is Sodium-2: 
6-ditertiarybutylnaphthalene monosulphonate. This chemical, which does not cause 
constipation, anorexia, drowsiness or other side-effects, is the result of original 
research. 
These characteristics make Becantyl especially valuable for the treatment of 
useless cough in children and old people. 
Becantyl is available in 4 fluid-ounce bottles, and also in 40 fluid-ounce and 80 
fluid-ounce dispensing bottles. 
The suggested doses are:— 
Adults: 2 teaspoonfuls 
Children: 3—6 years: % teaspoonful 
7—15 years; 's—1 teaspoonful 
three times a day or as prescribed. 
Becantyl has no B.P. or N.F. equivalent, is not advertised to the public, and may 
be prescribed on form E.C.10. 


DECANE 


Literature and Samples available from the Medical Information Department 


Horlicks Limited, Pharmaceutical Division, Slough, Bucks. 
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Would he have got better without you? 


ESPITE more medication than ever before, the less dramatic 

diseases advance in all sections of society. Is this due to a con- 

tinuous deterioration in the environment or is it perhaps because 

medication is often haphazard and sometimes even harmful? 
The nature of peptic ulcer is obscure but it is probable that a substantial 
proportion of all people are constitutionally disposed to ulcers under 
certain conditions. One of the factors may be that their acid-secretory 
mechanism is over-efficient, and, given the right stimuli, produces a 
degree of acidity which in some way leads to the formation of an ulcer. 
The initial stimulus may be complex but in making himself comfortable 
the patient will almost inevitably reduce the acidity below normal. He 
will thus provide a new stimulus to secretion, and, by following such a 
regimen over a period, so exaggerate his constitutional condition that even 
when the original stimulus is removed he continues to over-secrete acid. 
Thus a temporary disorder becomes a permanent disability. The patient 
becomes another chronic ulcer case. Yet without medication he would 
probably have recovered completely. 

Although some of this argument may be conjectural, it is almost 
always wrong to reduce acidity below normal. The one safe therapy in 
the present state of knowledge is that which restores the acid level to 
within the normal tolerance and at the same time inactivates the pepsin. 
The only satisfactory compound known to us which does this is Bismuth 
Aluminate Bi, (Al,0,);. 1OH,O, now available to the medical profession 
under the trade name Bislumina. This preparation has been placed in 
Category 3 by The Ministry of Health Standing Joint Committee and is 
prescribable on Form E.C.10. 


RESEARCH DEPARTMENT - MINING & CHEMICAL PRODUCTS LTD - 86 STRAND, LONDON, WC 2 
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NEW... 


hydrocortisone for intranasal use 





Contains : Hydrocortisone alcohol 0.02°,,—the most effective 
anti-inflammatory steroid—and two decongestants: phenyl- 
ephrine hydrochloride 0.125°, and ‘Paredrinex’ (p-hydroxy- 
amphetamine hydrobromide) 0.5°%. 

Indications : Nasal congestion, chronic and allergic rhinitis 
and sinusitis. 

No systemic side effects: When applied locally, maximum 
therapeutic response is achieved with an extremely low 
concentration of hydrocortisone. Because of this low con- 
centration, ‘Vasocort’ produces none of the untoward effects 
associated with the systemic use of hydrocortisone. 

Two well-accepted vasoconstrictors : Phenylephrine hydro- 
chloride for immediate decongestion, and ‘Paredrinex’ for 
prolonged shrinkage of the mucosa. 

Virtually no rebound turgescence: Because ‘Vasocort’ 
contains low concentrations of each decongestant, it very 
seldom produces rebound turgescence. 





@) Smith Kline & French 


represented by Menley & James, Limited, Coldharbour Lane, London S.E.5 


VoP36 (co!) 
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‘Selective Action’ on Vaginal Mucosa 


“* Vallestril is an effective synthetic oestrogen 


singularly free from toxic effects and 


complications, especially uterine bleeding.” 





Adult vaginal epithelium maintained 
by natural cestrogenic activity 


reversion of epithe- 
the infantile type 


At menopause 
lum towards 





Post-menopausal, infantile type of 
epithelium, with chin, atrophic layers. 


The above drawings illustrate the oestrogenic 
activity of Vallestri! brand of methallenoestril, 
and direct attention to its selective action in the 
pelvis, for the uterus is stimulated much less 
than is the vagina. 

Clinical experience bears out experimental 
studies. Vallestril is a potent oestrogen, and 
yet is comparatively weak in its action on the 
uterus. This is shown by the effectiveness of 
treatment with Vallestril in the disorders 
indicated below, accompanied by a remarkable 
absence of “withdrawal” bleeding. 

Vallestril is indicated in the menopausal syn- 
drome, in post-menopausal osteoporosis, in 
prostatic carcinoma, and in suppression of 
ovulation or lactation. 


Vallestril is well-tolerated, even in large doses. 


with Vallescril: 
slowing of the reversion. 


menopause, 


DOSAGE: The usual dose in middle-aged or 
older women is one tablet (3 mg.) two or three 
times daily for two or three weeks, followed by 
lower maintenance doses. 

Two tablets three times daily is the average 
for suppression of lactation or in 
prostatic carcinoma. 


dose 


Ovulation is suppressed by a dose of two to 
four tablets three times daily. 

Supplied as scored tablets of 3 mg. in bottles 
of 100 and 1,000. Further literature is avail- 
able to the medical profession on request. 

G. D. Searle and Co., Ltd., High Wycombe, 
Bucks. Tel : High Wycombe, 1770 


*Reed. Trade Mark 
t New England J. Med. 247: 829 (Nov. 27) 1952 


VA 
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Ride-a-cock-horse today but tomorrow she will be in hospital. Her parents 
are putting their faith in medicine to make her well again. The doctors and 
nurses, in their turn, put their faith in British Oxygen equipment and gases. 
In thousands of cases, every day, British Oxygen equipment and gases are 
used to ease pain and to save lives. 





(©) BRITISH OxYGEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Makers and suppliers of anzxsthetic, analgesic and therapeutic equipment and gases 
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Litt, BARBITURATES 





*‘SECONAL SODIUM’ 


Quick onset - short duration. 
In * Pulvules’ }? gr. and 14 grs. 





‘SODIUM AMYTAL’ 


Medium onset and duration. 
In * Pulvules’ | gr. and 3 grs. 





*TUINAL’ 


Quick onset - medium duration. 
In * Pulvules’ 14 grs. and 3 grs. 
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Selective amine 
for asthma... 


with only ,4, the central 
nervous system effect of 
ephedrine, Orthoxine 
avoids wakefulness and 
excitation, permits the 
asthmatic patient to 


rest and relax. 





with twice the broncho- 
dilating effect of ephedrine, 
Orthoxine eases laboured 
respiration, provides more air 
for the asthmatic. 


with only 5,455 the pressor 
effect of adrenaline, 
Orthoxine may be used 
even in elderly asthmatic 
patients and those with 
coexistent hypertension or 


cardiac disease. 





DOSAGE: 
Adults—4 to 1 tablet repeated, if 
required, every three or four hours. 


Children—fractional doses according 
to age. 
SUPPLIED: 
Tablets of 100 mg. in bottles of 25 


HYDROCHLORIDE and 100. 


* Regd. Trade Mark for the Upjohn 


brand of methoxyphenamine 


D> Fine Pharmaceuticals since 1886 


UPJOHN OF ENGLAND LTD., 4 Aldford Street, Park Lane, London, W.1, England 
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A SHOOTING PARTY AT LUNCH 


This picture, by an unknown 
illustrator, recalls the large outdoor 
compositions of Watteau, which it 
resembles in revealing the Eighteenth- 
Century French preoccupation with 
extravagant al fresco gatherings. 
One looks in vain for any evidence 


shooting”’ has produced 


social success of the 


that the 
results. Of the 
consequent junketings, however, there 
can be no doubt at all. 


7 Fe eee 
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Eating Ont. - 


Eating away from home is always more or 
less hazardous to the hyperacid patient. 

Portable medication is, in the patient's 
untutored hands, scarcely less risky ; indis- 
criminate use of the many alkaline remedies 
within easy purchase often does more harm 
than good. 

For the occasional or habitual dyspeptic 
alike, PRODEXIN affords, in a convenient 
and palatable tablet, a means of checking 
hyperacidity by regulating gastic pH at a safe 


and constant level for long periods. 


Each Prodexin Tablet contains: 


nate -9 gm 


Aluminium glyc 
Light magnesium carbonate Ol gr 


Packings: Cartons of 40 individually wrapped 
g packs of 24 


tabicts. 


tabicts and dispensir 


Basic N.H.S. cost of 240 tablets: 30s. 4d. 


¢> c. L. BENCAKD LTD., PARK ROYAL, LONDON, N.W.10 
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EAR WAX 4 


Removed this easy way 


The removal of wax from the external 
auditory meatus has, in the past, 
normally entailed attendance by the 
patient for diagnosis and for the 
prescription of a suitable loosening 
agent, and a second attendance a few 
days later for syringing. 

Now, by the use of Cerumol Ear 
Drops, wax can be removed in most 
cases at one visit. A few drops of 
Cerumol can be instilled into the ear 
and, while another patient is being 
attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The 
wax can then be removed by gentle 
syringing or with cotton wool. The wax may even 
be found to run out of the ear on its own accord, 

in which case patients themselves may instil 
Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless 
to the lining of the external auditory meatus or the 
tympanic membrane. 

Cerumol is included in Category No. 4 of the 
M.O.RH. classified list and may be 

prescribed on N.H.S. Form E.C.10. 


EAR DROPS 
C E R U M O L for the easier removal of wax 
Distributors in U.K. & 





TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, PACKS For Surgery Use: 
GREENFORD, MIDDLESEX. Telephone : WAXlow 2244 10 c.c. vial — separate 
If you wish to test for yourself and have not received recently a dropper included 

10. c.c. vial please write or telephone direct to: (Basic N.H.S. price 2/8) 
LABORATORIES FOR APPLIED BIOLOGY LTD., for Hospital Use: 2 oz. 
91, AMHURST PARK, LONDON, N.16 _Tel.: STA 2252 and 10 oz. bottles. 
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The right diet at 
your fingertips 





Ny 

This filing box, designed for the 
consulting room desk, contains an 
indexed supply of diet cards for 
16 different conditions. The cards 
are planned to include specimen 
daily menus which facilitate the 
patient’s co-operation and save 
the doctor’s time. This is one of 
the services offered free of charge 
to the medical profession by the 
Energen Dietary Service. 

In special cases, clinical 
considerations often necessitate 
the preparation of a diet which 
takes into account the individual 

requirements of the patient. On receipt of appropriate 
information from the practitioner, such diets can be 
specially constructed and sent through the post; or a 
consultation can be arranged with a senior dietitian. 
The Energen Dietary Service is staffed by fully qualified 
dietitians, under close medical supervision. It offers 
independent information and assistance to the medical 
profession in all dietary and nutritional matters. 
Requests for the Diet Card Filing Box, 


or other inquiries should be addressed to: 
THE HEAD DIETITIAN, ENERGEN DIETARY SERVICE, 


25A, BRYANSTON SQUARE, LONDON, W.1! 
TELEPHONE : AMBASSADOR 9332 


ENERGEN DIETARY SERVICI 


AVAILABLE ONLY IN THE UNITED KINGDOM 
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CHLOROMYCETIN* 
Ophthalmic 





CHLOROMYCETIN 
Ophthalmic Ointment 


CHLOROMYCETIN* 


HYDROCORTISONE 
Ophthalmic 


CHLOROMYCETIN 


HYDROCORTISONE 
Ophthalmic Ointment 


PARKE, DAVIS & Company Ltd. (inc. us.) 


* Trade mark HOUNSLOW ~ MIDDLESEX - Telephone : Hounslow 2361 
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NEW... 


BENZEDREX INHALER 





replaces 
Benzedrine 
Inhaler 





Benzedrex Inhaler is effective ‘Benzedrex’ 
Inhaler provides initial relief from nasal congestion 
within seconds. Five minutes after inhalation 
shrinkage of the nasal mucosa is complete. Even with gross engorgement 
shrinkage remains adequate for over 1} hours. 

Benzedrex Inhaler is specific The active ingredient in ‘Benzedrex’ 
Inhaler is a new compound—propylhexedrine—that is remarkable for its 
highly specific vasoconstrictive action. Unlike amphetamine, propylhexe- 
drine produces virtually no central nervous stimulation. 

Benzedrex Inhaler is safe Because its vasoconstrictive action is un- 
complicated by central nervous stimulation, ‘Benzedrex’ Inhaler may be 
freely used even by those patients in whom sympathomimetic drugs often 
cause insomnia, restlessness or nervousness. Even massive overdosage does 








not result in central nervous stimulation. 


NEW AND BETTER...BENZEDREX INHALER 


SKF’s new and better volatile vasoconstrictor 


@ Smith Kline & French represented by Menley & James, Ltd., London S.E.5 Tel: BRixton 7851 


*Benzedrex’ and ‘Benzedrine’ are registered trade marks 


exP!06 (col) 
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ASPECTS OF A CONDITION 


Bitten finger nails + « « mute witnesses to the conflict within the mind. 


Covatin provides daytime sedation without hypnosis. Covatin is to be preierred to 


phenobarbitone for it does not interfere with the patient’s capacity to do his daily work. 


Covatin is not habit-forming and has no side-effects. 
C O tl 
TRADE MARK 


POWER ROAD + LONDON + W.4. 


v 26 11 





WILLIAM R. WARNER & CO. LTD 





In non-specific and recurrent vaginitis... 


promptly 


restores and maintains 
vaginal acidity 


Se 


WY 


Ortho Pharmaceutical Limited 
High Wycombe . England 
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The Modern Treatment for Acne 


Acnil 


A drying antiseptic 
cream containing :— 
Cetrimide 1% 
Resorcinol #% 


Precipitated 
Sulphur 3% 


in a masking flesh-tinted base. 











Applied twice daily acnm quickly removes from the sebaceous follicles 
the plugs of sebum and cell debris which are the immediate source of 
the comedones. Protection against secondary infection, and immediate 
masking for the spots are also provided. 

ACNIL is pleasant and can be used safely as long as necessary to keep 
the condition under control. Women can apply powder on top of acniL 


if they wish. 


Basic N.H.S. price: 
2/3d. per 1-oz. jar. 
Prescribable on E.C.10. 





A GENATOSAN dermatological product 
GENATOSAN LIMITED, LOUGHBOROUGH, LEICESTERSHIRE g 
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BENGER LABORATORIES LIMITED 








PEPTIC ULCERS 





Pursuing his normal (pH) business 


Benjamin McDougall, Esq., is a typical 
hard-pressed businessman. Year after 
year he carries a heavy burden of worry- 
ing responsibility. Peptic ulcers trouble 
him at intervals and the threat of them 
is always present 


A clear case for ALUPHOS TABLETS. 
Aluphos Tablets, alone of common ant- 
acids, buffer the gastric secretion to 
pH 2.0—2.5—a normal value at which 
peptic digestion is not inhibited. As 
a buffer, Aluphos Tablets act quickly, 


one or two tablets will remain effective 
for several hours 


Aluphos Tablets cannot cause ‘acid re- 
bound’ and there is no risk of alkalosis. 
They are non-constipating. 


Mr. McDougall will appreciate Aluphos 
Tablets because they are palatable, 
portable and efficient. 

Aluphos Tablets are economical — the 
basic N.H.S. price is 2/7d. per box of 
50 tablets 


A clear case for ALUPHOS TABLETS 
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INTRAMUSCULAR IRON 





Widespneod, Accoptomer.... 


“The Iron given parenterally was absorbed 
from the intramuscular site and utilised.’’! 


“Utilisation for haemoglobin production 
was extremely good.'’2 


“In every patient a satisfactory rise in the 
haemoglobin took place.’’3 


“....all the patients in the series develop- 
ed a vigorous sense of well- being which 
contrasted very strikingly with their pre- 
vious chronic ill-health.’’3 


“From the present series it appears that 
this new iron-dextran complex is a notable 


advance in the treatment of the iron- 
deficiency of pregnancy.’’4 
§. LANCET, 1964, 2, 942 3. B.M.J., 1954, 2, 1255 


2. B.M.J., 1954, 2, 1257 4. LANCET, 1954, 2, 1245 


IMFERON 18 THE FIRST 

EFFECTIVE [RON PREPARATION 

FOR INTRAMUSCULAR INJECTION. 

IT PROVIDES the rapid, reliable response of 
an order hitherto only obtainable with 
intravenous preparations; and it takes 
much less time to administer. 


IMFERON 1s indicated for the patient who 
is refractory to, or intolerant of, oral iron; 
and when a rapid response is required, as in 
anaemia of pregnancy. 


TECHNIQUE. 
“It was obvious during this study that 
the skill and care of the person giving the 
injections does much to minimise loca) 
discomfort and staining, and it is 
significant that only two patients 
failed to attend for further 
injections.” 

(LANCET, 1954, 2, 1245). 












BENGER 





AMPOULES 2m!. (100 mg. Fe) bores 10 and 100 ampoutas 5 mi. (250 mg. Fe) bores 5 and 50 


PULLY-DECRIPTIVE LITERATURE, including dosage Calculator, on request 


A Technical Information Service is at your disposal. 





LABORATORIES LIMITED 


HOLMES CHAPEL 
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Armo-Noestrol 


and 


Armo-Noestrol 


FORTE 


Tablets 


combining 
Dienoestrol and Phenobarbitone 
indicated in Dysmenorrhoea and 
Menopausal Disorders. 
Each tablet contains: 
ARMO-NOESTROL 


Dienoestrol 0.1 mg. 
Phenobarbitone 16 mg. 


ARMO-NOESTROL 
FORTE 


Dienoestrol 0.3 mg. 
Phenobarbitone 16 mg. 


Write for literature to: 
THE ARMOUR LABORATORIES 


(Armour & Company Led.) 


HAMPDEN P4RK, EASTBOURNE, SUSSEX 


| 
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Telephone: Telegrams: 
Hampden Park 740 “Armolab,”” Eastbourne 
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a positive advance 
in theophylline therapy 
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@ A pure chemical compound — 
theophylline ethanoate of piperazine 


@ Soluble — Stable — Neutral 
@ Seven times less toxic than theophylline itself 


@ Freely tolerated orally for long-term therapy without 
nausea, vomiting or gastric disturbance 


@ Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


PHYLATE 


Clinical reports and samples gladly sent on request 


Presentation: Tablets, 250 mg., in bottles of 25, 100 and 500. 
Suppositories, 500 mg., in boxes of 12 and 144. 
Ampoules, 500 mg. in 5 cc., in boxes of 6 and 50. 


Etophylate is also available with phenobarbitone and papaverin 


RONA LABORATORIES 
12-13 Molyneux Street, London, W.1. AMBassador 4437 
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CONTINENTAL LABORATORIES LIMITED 
101 Great Russell Street, London. W.C.1 















{ Effective 

against both 

’ Trichomonas 
and Monilia 





The powerful trichomonacidal and fungicidal 


properties of PENOTRANE ponent the greatest peno trane 


advantage in the treatment of vaginal discharge, 


particularly trichomonal vaginitis and moniliasis. [ PHEMYLMERCURIC DINAPHTMYLMETHANE DISULPHONATE | 


PENOTRANE is also strongly bactericidal and it ° ° 

deeply penetrates the vaginal mucosa. Both the in vaginal therapy 
Pessaries and Vaginal Cream are buffered to ,yayapury 

approximate the normal vaginal acidity. Applicser Sete—conteining Penctmane Veginel Cram 


and disposable applicators. Aqueous Solution— 


INDICATIONS : ¥ Vaginal D mee due to tricho al, Bottles of 100, sooand 2,c0c0c.c. Jelly—Tubes of 1 oz 


° p, 7 ~ 
Ce ed ae tenc Shin Disinection ™ OPsetis! — Pessaries—Cartons of 15 and 100. Powder—Polythene 
‘ . —— te ¢ Insufflating Containers. Tincture—Bottles of 15, 100 
Literature and professional samples on request. soo and 2,000 c.c, 


WARD, BLENKINSOP & CO. LTD. 
YORK HOUSE, 37 QUEEN SQUARE, LONDON, W.C.1 


Telephone : HOLborn 5992/6 (5 lines) Telegrams : Duochem, Westcent, London 
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MIOTROL-= 


Ethiny! Oestradio! 0.005 mg. 


Tablets containing :— Methy! Testosterone 2.5 ~~. ; 
gr. 


Phenobarbitone 16.0 mg. 


A synergistic combination of androgen and 
oestrogen with phenobarbitone. 


Specifically designed for control of symptoms associated 
with menopausal disturbances, premenstrual migraine 
and tension, dysmenorrhoea. 


Literature forwarded on request. 


AN PRODUCT 


OXO LTD. (Medical Dept.), THAMES HOUSE, LONDON, E.C.4 


Telephone: CENtral 978! 





A new outlook on life 





with 


(Mephentermine Sulphate) 


ELIXIR & TABLETS 


an important 
new agent to dispel depression 


SUPPLIES: 


Elixir in bottles of 2 fl. oz. 


Mgedt| 


(each 4 c.c. teaspoonful contains 10 mgm. The word * Mephine’ is a registered trade mark 


mephentermine sulphate). joOHN WYETH & BROTHER LIMITED 
Tablets in tubes of 20x 10 mgm. Clifton House, Euston Road, London, N.W.!. 
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For prompt and effective control 
of both inflammation and infection 


HYDROMYCIN 


OINTMENT AND EAR/EYE OINTMENT 


HYDROMYCIN combines the anti-inflammatory 
properties of hydrocortisone acetate with the wide 
spectrum anti-bacterial activity of neomycin sulphate. 
HYDROMYCIN is an ideal medicament for treating 
secondarily-infected dermatoses and the various 
forms of otitis externa. In the eye, HYDROMYCIN 
is very useful for preventing the development of - 
infection during the treatment of inflammation. 


HYDROMYCIN OINTMENT 


(Hydrocortisone acetate 1°/, and neomycin sulphate 0-5°/,) 
Available in tubes of 5G and 15G. 


HYDROMYCIN EAR/EYE OINTMENT 


(Hydrocortisone acetate 1-5°% and neomycin sulphate 0-5°%/, 
Available in tubes of 3G. 


Detailed literature will be gladly sent on request. 
BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM 
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= f# CYCLOSPASMOL 


ent No. 707227 
3:5:5 Spasmocyclone (B.S. 572)* 
Trimethy!lcyclohexyl 
Mandelate* Regd. 


THE MILD VASODILATOR FOR THE SAFE LONG TERM TREATMENT 


OF PERIPHERAL VASCULAR DISEASES, FREE FROM SIDE-EFFECTS, 
CLINICAL EFFICACY CONFIRMED BY PLETHYSMOGRAPHIC METHODS! 


Literature 
Angiology, 1953, Vol. 4, pages 103-111, 1956, Vol. 7 (1), pages 27-31. 
British Encyclopaedia of Medical Practice, 1952, Vol. Il, page 637. 


Medical Press, 1954, 231 (8), 174. 
Paediatrics for the Practitioner, 1955, Vol. I1l, Chapter 135, pages 


583-592 
1 Schweiz. med. Wochenschrift, 1955, 85, 237. 
1 Ned. Tijdschrift v. Geneesk, 1955, 99, 1810. 


Packs: Bottles of 20, 50, and 250 x 100 mg. Tablets. 
Prescribable on E.C. 10 in the U.K. 


Made under licence from:— 


N.V. KONINKLIJKE PHARMACEUTISCHE FABRIEKEN Wx 


BROCADES-STHEEMAN & PHARMACIA 
AMSTERDAM - THE NETHERLANDS 


ty CAMDEN CHEMICAL COMPANY LTD. 
61, Gray’s Inn Road, London, W.C.1 


Sole Agents for the United Kingdom from whom literature and samples may be 
obtained on request. 


Cyclospasmol is distributed in Eire by Messrs. Dominick A. Dolan 


58 Bolton Street, Dublin 
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. . « IN DANDRUFF A 
SINGLE WEEKLY 
TREATMENT IS NORMALLY 
SUFFICIENT TO ENSURE 
COMPLETE CONTROL 


© 


Y 


CETRIMIDE SHAMPOO 
MASTERS DANDRUFF 


SEBODERM contains 15.6% Cetrimide B.P., the 
quaternary ammonium proved by research and pre- 
scribed by the medical profession as most effective in the 
specific treatment of dandruff and the more serious 
seborrhocic dermatitis. 

7 . perhaps the most valuable recent 

addition to therapy (of scurf or dandruff) has 

been the introduction of detergents such as 
cetrimide, which may be used alone or 
incorporated in shampoos, soaps or lotions.” 

(1956) Brit. Med. 7., ii, 92. 


SEBODERM also contains 15.6% Cetyl Alcohol B.P. and 
1% Lanolin, and as a creamy and pleasing shampoo 
leaves the hair soft, silky and clean. 


Literature and professional sample will gladly be sent on request. 





For high level 
plasma salicylate... 


ENCYNEX 


in Rheumatic Disease 


Distributors 


THE ANGLO-FRENCH DRUG CO. LTD. |!-12 GUILFORD ST. LONDON, W.C.! 
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simpler, swifter, surer 


treatment for ea 


CHLOROMYCETIN*® Ear Drops greatly 
reduce the time and effort necessary 

to treat suppurative otitis media, 

chronic otorrhoea, and infections of 
fenestration and mastoid operation cavities 
Treatment can be conveniently 

carried out, if necessary in the patient’s 
home, and is effective in a matter 

of days as compared with previous 
techniques requiring long and tedious 


application under close supervision. 


& 


HLOROMYCETIN usu aoe 


EAR DROPS 10%, & Company Limited (inc. U.S.A 


(Chloromycetin 10% in propylene HOUNSLOW, MIDDLESEX 
glycol) in 5 c.c. vials, with dropper. Telephone Hounslow 236! 
& bottles of 100 c.c. 362 





if he had to rustle up 
his own medicine... 


it would be palatable 


‘TerramyeCll’ syrup 


eeanc 


QUITE THE MOST PALATABLE ANTIBIOTIC SUSPENSION 


The pleasing cherry flavour of TERRAMYCIN Syrup assures the full co- 
operation of pediatric patients. The pure antibiotic is readily yielded in 
powerfully effective concentrations to combat a wide range of bacterial, 
viral and rickettsial infections, and often conquers infection in single 
teaspoonful doses. TERRAMYCIN Syrup is ready for use, does not re- 
quire reconstitution, and will remain stable for at least two years 


TERRAMYCIN Syrup is supplied in 60 ml. bottles. Each large teaspoonful (5 ml.) 
contains the equivalent of 125 mg. TERRAMYCIN activity 


ce WORLD'S LARGEST PRODUCER OF ANTIBIOTICS PFIZER LTD FOLKESTONE KENT 
* Trade Mark of Chas. Pfizer & Co., Inc. 








contact 
dermatitis 











the pattern of treatment 


CortriL Topical OINTMENT controls the symptoms 
of contact dermatitis. Skin lesions become flat and 
pale, erythema, itching, oedema and weeping are sup- 
pressed. The patient is made comfortable and the way 


is cleared for the identification of the original irritant. 


when infection is present 
When secondary infection is present in any degree of 
severity the concurrent use of a topical antibiotic is 
recommended. For this purpose there is available : 
TEeRRA-CorTRIL* Topical OINTMENT 


20 


which contains 1.0%, hydrocortisone, and 3° Terramycin. 


its Cortril forall that 


World’s Largest Producer 
of Antibiotics 


PFIZER LTD., FOLKESTONE, KENT 


Tue First HUNDRED YEARS: a comprehensive 
review of the present status of corticosteroid 
therapy is available, upon request, from THE 
Mepicat Services Dept., Prizer Ltp., 
FOLKESTONE, KENT. 


* Trade Mark of Chas. Pfizer & Co. Inc. 
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ANTIBIOTICS PFIZER LTD FOLKESTONE - KENT 


FAYPYULCER OF 
* Trade Mark of Chas. Pfizer & Co., Inc. 


" + AAV 


“Is it natural 
to be so sick, 
'wlel=, 4°) tam 


V1BAZINE, brand of buclizine hydrochloride, affords 


excellent relief in the majority of cases of excessive nausea and 
vomiting in early pregnancy. Although Vibazine is effective in small 
doses and its action is prolonged, it does not have the drawbacks 


associated with compounds producing hypnotic effects. 


VIBAZINE ras ers 


relieve excessive nausea and vomiting 


a> PFIZER LTD - FOLKESTONE - KENT 
© Trade Markt of Chas. Pfizer & Co., Ime 











PATIENTS 
WHOSE WORRIES 
GET OUT OF 
PROPORTION 













Atarax 
(hydroxyzine) is 
non-toxic and 
free from major 

side-effects. 





atarax 
atarax 
atarax 


(hydroxyzine) 














Atarax restores a sense of propos- 
tion in those people who find the 






normal worries and vexations of 






life too much for them. It does not 






lessen patients’ mental acuity or cloud 

their consciousness in any way 

Atarax Tablets, each 
reel: tistiel ap certs) ae Meth ce 


droxyzine, are available 
in bottles of 20, and 100. 





The usual dose is 10 to 
20mg. and may be repeated 
every 6 hours. Dosage 





should follow meals 

or, if at bedtime, should 
be accompanied by a 
small amount of food. 


PFIZER LTD. 
FOLKESTONE, KENT 
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“* No — there’s a big difference, Mr. Baxter... 


... as you will remember, in protamine zinc insulin, the action of the insulin is 
modified by the presence of a foreign protein, protamine. In contrast, LZ.S. 
contains no protein or peptide material other than the insulin itself. That is its 
great advantage over other insulins. You see, gentlemen, the action of I.Z.S. 
persists for the required period by appropriate adjustment of the particle size of 
thé insulin zinc compound. It is because the effect of I.Z.S. is entirely independent 
of any modifying protein, that allergic reactions following its use are virtually 


unknown. Any other questions ?” 


1.Z.S. A.B. Vials of 10 c.c. e 
40 or 80 units per c.c nsulin 
Thane wens 


1.Z.S. (Amorphous) A.B. Vials of 10 c.c 


— 
40 or 80 units per c.c Te inc 
i.Z.S. (Crystalline) A.B. Vials of 10 c.c = 
mame epace: CouspensionAB. 


Joint Licensees and Manufacturers : 


ALLEN & HANBURYS LTD @ THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON NI 
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Save time on urine tests with... 


CLINITEST and AGETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed ‘Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest ’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 


CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4. 


HNN 


a 
} 
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CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 


acetone tests can be carried out simultane- 
ously in one minute! 


| The advantages of 


ACETEST 


Reagent Tablets 


Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients. 
No danger of false positives with normal urine. 
No caustic reagents. 
TO PERFORM A TEST: 
1 Put 1 drop of urine on tablet. 
2 Take reading at 30 seconds. 

Compare tablet to colour 

chart provided. 
3 Record results as negative, 

trace, moderate or strongly 

positive. 
Supplied in bottles of 100 


*Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 
(with colour scale). 
REFERENCES 
(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’ April 17th, pp. 801/804 
(1954) Medicine Ilustrated’, 
May, p. 289 
(1954) ‘Practical Clinical Biochemistry’, 
Heinemann, p. 74 


(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’, July 10th, p. 95 
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THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, W.!. Tel: REG 5321 
Orders for Ames Products should continue to be sent 
to the sole distributors for United Kingdom and Eire 
DON S. MOMAND LTD. 


58 Albany St., London, NWI 
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“For the life of the flesh 


is in the blood...’ 


Ceviticus 17, 11 


, 


FERRONICUM 


re-stores the blood 


in iron deficiency anaemia 


Each sugar-coated tablet of FERRONICUM contains 


0.3 gm ferrous gluconate and provides 33 mg bivalent iron 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 
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VIMALTOL 


A VITAMIN FOOD SUPPLEMENT OF 
WIDE APPLICATION 


lt at 


: VIMALTOL ’ is a delicious vitamin food 

concentrate of value to infants, children and 
adults. Its formula has been developed in the 
* Ovaltine ’ Research Laboratories in the light of 
prolonged investigations by scientific experts in the 
field of dietetics. The malt extract, yeast, halibut 
liver oil, vitamins and iron in ‘ Vimaltol’ are 
presented in a palatable and easily digestible form, 
which is taken readily over long periods. 


When the quantity of vitamins supplied by the 
diet is known or suspected to be insufficient, 
*Vimaltol’ will provide some of the essential 
accessory factors to help to render the dict 
balanced and adequate. 


*Vimaltol’ is widely recommended as a dietary 
adjunct of use towards meeting the higher 
metabolic requirements of growing children. 


Standardized to contain in each ounce not less 
than 2,000 t.u. Vitamin A; 200 i.u. Vitamin D; 
0.4 mg. Vitamin B,; 0.3 mg. Vitamin B, 

4 (Riboflavin); 4 mg. Niacin (P.P. Vitamin); 
3.3 mg. Iron in a readily assimilable form. 





A Product of the ‘Ovaltine’ 
Research Laboratories 


Clinical samples on Physicians’ request 
to the Medical Department 


A. WANDER LTD., 
42 Upper Grosvenor Street, 
Grosvenor Square, 
London W.|I. 
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INTRAVENOUS TUBERCULOTHERAPY 


Intravenous sodium PAS infusion for miliary, meningitic 
and severe forms of tuberculosis is an established technique; 
some sanatoria now favour I.V. PAS as first choice even in 
moderate cases because of its very high tolerability. 


I.V. infusions demand the use of crystalline sodium PAS of 
first-grade quality, for which purpose ‘“AMINACYL’ (Wander) 
brand of specially purified crystalline PAS is supplied to 
sanatoria in bottles of 250 grammes. 


The Wander range of tuberculostatics 
also includes the following oral forms: 


B-PAS | wanocen} 
Calcium B-PAS (Wander), first introduced by our Research 
Laboratories in 1948, provides the advantages of high bacterio- 
static levels, and excellent acceptability because it is practically 
tasteless 
PACKS—Powder: Tins of 150 and 500 x 3.5 g. envelopes 
Cachets: ,, ,, 80and 400x 1.0g. 


“‘B-PASINAH  [wancer ) 
For concurrent therapy, ‘ B-PASINAH ° provides | g. B-PAS 
and 25 mg. INAH in convenient Cachet form, packed in tins 
of 100 and 500. 
Full Literature, also details of institutional quantities 
and prices sent on request. 
All Wander tuberculostatic products 
may be obtained from usual pharmacists or direct from 
A. WANDER LTD., 42 Upper Grosvenor St., Grosvenor Sq., London W.1 


CANADA: A. Wander Ltd., Peterborough, Ontatio. AUSTRALIA: A. Wander 

Ltd., Devonport, Tasmania. NEW ZEALAND: A. Wander Ltd., Christchurch 

INDIA: Khatau Valabhdas & Co., Indian Globe Chambers, Fort Street, Fort, 

Bombay, |. PAKISTAN: Grahams Trading Co. (Pakistan) Ltd., P.O. Box 30, Karachi 
CEYLON: A. Baur & Co. Ltd., Colombo. 
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Introducing ‘mig rill’ for 





migraine 





D ispels headache 
D isperses visual disturbances 


D cfeats nausea and vomiting 


A new product—‘ Migril '—provides, for the first time, a successful 3-way 
attack on migraine. 

*Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) and 
cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion of cyclizine 
hydrochloride not only eliminates the nausea and vomiting often associated 
with migraine but also enables larger and more effective doses of 


ergotamine to be administered. 


. . 
Ergotamine Compound (Compressed) 
PACKS OF 10 AND 100 


BRANO 





brat BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 

















ANNOUNCEMENTS LXXVII 




















: Sie CO Ce a “4 





always effective 





A problem with antibiotics is that resistant strains of micro-organisms tend to 
develop. Tyrothricin, theantibiotic in Tyrosolven does not have this drawback. 


Produced from strains of B. Brevis, Tyrothricin is always effective against a 
wide range of pathogenic bacteria —in fact no pathogenic organisms have 
been shown to become resistant to it. 

This quality, combined with the fact that patients do not become sensitized 
to Tyrothricin, ensures that it will remain a most effective oral antibiotic in 
cases of stomatitis, tonsillitis, and as a prophylactic against influenza and 
other throat infections 


* Formula: Tyrothricin 1 mg., benzocaine 5 mg. 

* Dose: One lozenge every hour till relief is obtained, then 1 lozenge 
every 3 hours 

*% Packing: Packs of 20 lozenges. Dispensing bottles of 250 lozenges 
supplied to chemists. 


Tyrosolven 


TRADE MARK 





WILLIAM R. WARNER & CO. LTD. POWER ROAD, LONDON, W.4 
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_ Nobecutane 


The sterile plastic dressing for 
small cuts, abrasions and major surgical incisions 





Nobecutane is suitable for dressing most wounds from 


small cuts, burns and abrasions to major surgical in- Waterproof 

cisions. Its great tensile strength and elasticity make 

it useful for covering those injuries where the patient Dustproof 

can continue at work, for it gives maximum protection 

with minimum limitation of movement. As it is both impermeable to 
. waterproof and dustproof, and will withstand most Bacteria + 
a detergents and emulsified oils, it is an ideal industrial No Wound : 
a dressing, especially where hygiene in the preparation Contamination 3 
Fy of food is important. As it is impermeable to bacteria 2 
: but allows normal skin respiration, the dressing ensures No Skin 

healing with no contamination of the wound and no Maceration 








maceration of the skin. 
PRESENTATION : 100 ml. and 300 ml. spray containers, 50 mil. bottle 





EVANS MEDICAL SUPPLIES LTD. 
SPEKE, LIVERPOOL 19 (HUNTS CROSS 1881) 
London Offwe: Ruislip , Middlesex (Ruislip 3333) 
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THE MONTH 

THE new oral antidiabetic compounds (e.g. BZ 55) and the so-called 
tranquillizing agents are the two outstanding therapeutic innovations this 
year. Neither is justifying the enthusiastic claims with 
The which it was introduced, but both represent advances 
Symposium which open up promising new lines of research. They are 
both subjects which will be dealt with in greater detail in our 
‘Current Therapeutics’ series in forthcoming issues. In the surgical field the 
outstanding advance reported this year lies in the field of otology. This is 
the introduction of tympanoplasty, which Mr. Daggett (p. 414) describes as 
‘a great new conception’. By this new procedure it is possible to restore a 
considerable degree of hearing in carefully selected cases of deafness due to 
chronic suppurative otitis media. This ‘revolutionary movement’ has 
fired otologists with enthusiasm, and Mr. Daggett expresses the hope that 
this enthusiasm ‘will not run riot’, lest a ‘new title creeps into hospital 

waiting lists, “revision of tympanoplasty” ’. 

Although it may be a negative note, which can scarcely be described as 
an ‘advance’, it is an interesting commentary on the present state of thera- 
peutics that several of our contributors, in addition to Mr. Daggett, find it 
necessary to comment on the dangers of indiscriminate therapy. Professor 
Donald, for instance, draws attention to the dangers of the injudicious use 
of vitamin K in premature babies (p. 393), and also notes (p. 394) the report 
of a case of cleft palate in a baby whose mother was treated with cortisone in 
early pregnancy. Even vitamin D is being used so enthusiastically that toxic 
effects are being reported from its over-use, and Professor Smellie (p. 399) 
appeals for ‘a more cautious and realistic approach to vitamin intake’. The 
other outstanding example of disease produced by over-enthusiastic therapy 
is retrolental fibroplasia. Fortunately, as Mr. ‘Trevor-Roper reports (p. 422), 
since oxygen concentrations have been reduced to below 45 per cent. no 
further cases of the disease in premature babies have been reported. 


Last month (p. 358) we published the statement issued by the Council of 
the Pharmaceutical Society on the so-called ‘tranquillizing drugs’. This was 
to the effect that the Council was approaching the Ministry 

The Control of Health requesting an early consideration of this class of 
of New drugs, and meanwhile advising pharmacists not to display 
Drugs them or to supply them unless satisfied that they would 
only be taken on medical advice. This is not the first time 

that, in order to protect the public, the Council has felt compelled to issue 
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such a notice. The mere fact that it has been necessary to do so indicates a 
state of affairs that requires immediate attention by the Government. 

It is obviously wrong that manufacturers should be able to release for 
indiscriminate sale to the public new and relatively untried drugs. To allow 
this to happen and then, when fatalities or near-fatalities occur, for the 
Government to step in and schedule the drug so that it is only available on 
prescription, is a particularly dangerous form of being wise after the event. 
What is obviously required is new legislation whereby every new drug is 
available only on prescription until there is ample evidence to indicate 
that it is safe to allow it to be made freely available to the public. No-one 
likes the idea of new regulations in an already over-regimented State, but 
this is a measure which is clearly necessary for the protection of the public. 
It is a measure which, we have reason to believe, would be acceptable to 
the leading pharmaceutical companies. It would lay fairly and squarely upon 
their shoulders the responsibility for producing the evidence to convince 
the doctor that their new drugs possess the actions which are claimed for 
them and that they have no undesirable side-effects. It would not interfere 
with their inititiative in working for the maximum sales of the product, but 
would canalize the initiative into the right channel. It would protect the 
public from becoming the innocent victims of claims which they are not 
qualified to assess, and it would save pharmacists from the invidious task of 
deciding whether or not a particular product should be sold to a particular 
customer. Immediate action is required, and we trust that the Minister 
will take the necessary steps to protect the public from this entirely 
unnecessary hazard of modern life. 


One of the most persistent criticisms of hospitals of recent years has been 
the amount of noise in the wards during the night. In order to determine 

what justification there was for this criticism the matron and 
Nocturnal the superintendent of the Northampton General Hospital 
Noise in made a two-hour tour of the hospital shortly after midnight 
Hospital one night. The report on their nocturnal tour (Nursing Mirror, 

1956, 103, 1567) throws an interesting light on the many 
problems involved. Their major impression was the fundamental one, which 
is all too often overlooked by everyone who has not actually worked in a 
hospital at night—that ‘every sound seems to be much increased in volume 
. . . Even whispered conversation seems to be audible for a considerable 
distance’. In other words, ‘whether or not the hospital is a noisy place by 
normal standards, it is certainly at night a place where every little noise 
goes a long way’. This is interpreted as meaning that ‘an approach to the 
problem based upon the assumption that there is a lot of noise which could 
be eliminated would probably prove incorrect; the likelier possibility 
appeared to be that even a very little noise, which probably could not be 
reduced, unfortunately had the effect of a great deal of noise, owing to the 
acoustic qualities of the hospital at night-time’. 
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Their comments on the effect of floor material on noise are equally illu- 
minating. Whilst wooden flooring was the loudest floor medium, they could 
detect no obvious difference between stone and hard rubber flooring. In 
other words, further tests and experiments are required before ‘there is any 
assumption that just any sort of rubber flooring will automatically reduce 
noise’. On the much debated question of the effect of footwear on noise, the 
view is expressed that on the whole footwear in itself does not make a very 
significant contribution towards noise. “The gait of the walker is probably 
more important than the nature of the footwear, provided this is rubbered 
and otherwise “sensible” ’. Incidentally, the report provides confirmation 
of the fact, well-known to doctors and nurses, though repeatedly challenged 
by patients, that on the whole patients sleep well in hospital. Of the 330 
patients visited on the tour, only five or six were awake, and only a minority 
of those asleep were under the influence of sedatives. This is a report which 
will well repay careful consideration by all concerned with the designing 
and planning of hospitals. 


“Tue civilian who is a little “off colour” stays at home in bed or in an arm- 
chair for a day or two, but the soldier has no such limbo and must be either 
fit or sick. Consequently military medicine is much con- 
The Soldier cerned with early disease, prolonged convalescence and 
and His trivial disorders’. So writes D. E. Marmion in a review of 
Headache ‘The causes and characteristics of chronic benign headache 
in soldiers’ (7. Roy. Army med. Cps, 1956, 102, 167). The 
advent of the National Service recruit has given enhanced importance to 
the subject, especially from the point of view of psychosomatic headaches. 
These, according to Marmion, are ‘remarkably stereotyped’. There is, for 
instance, ‘the immature recruit whose headaches accompany an anxiety 
about his “mum’’ which is merely a reflection of his own dependence upon 
her; the youth with flabby muscles, pot-belly and hollow back who does not 
play games and whose life is punctuated by “‘blackouts”’, “dizzy spells” and 
headaches; the village “tough” who volunteered for parachuting out of 
bravado and now regrets it, developing a persistent headache following a 
trivial bump on the head during training’. 

As Marmion points out, ‘in the management of such minor but important 
disorders as headache in the army much depends upon the skill, patience, 
local knowledge, resource and authority of the regimental medical officer’, 
as well as ‘cooperation and mutual respect between the regimental authori- 
ties and medical services’. For instance, the recruit with frequent stress 
headaches must not be sent to hospital ‘when all he needs is a few hours 
bedded down, firm reassurance, and some aspirin’. Similarly, ‘in the 
absence of demonstrable organic cerebral damage the post-traumatic 
syndrome in the keen, fit and stable soldier may usually be nipped in the 
bud by sensible management reinforced by reassurance and symptomatic 
treatment’. Only exceptionally should soldiers with headache be admitted 
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to hospital, as this ‘strongly reinforces the belief that the disability is serious’. 
Neither should headache, as a rule, necessitate invalidism from the Service 
‘unless it is merely an expression of severe emotional instability or personality 
defect’. It is indeed true, as many National Service medical officers are 
finding to their benefit, that ‘the management of minor maladies is an aspect 
of man management, a military art of which the regimental officer should be 
one of the most skilful exponents’. 


St. BARTHOLOMEW’s HosprrTaL has been celebrating the centenary of the 
death of one who is described in the St. Bartholomew's Hospital Fournal 
(1956, 60, 269) as ‘a famous graduate of the Medical College’. 

ABart’s ‘This ‘famous graduate’ was William Palmer who was hanged 
Centenary at Stafford on June 14, 1856, before a crowd of between 

twenty and thirty thousand. The crime for which he received 
the death sentence was the murder of a young solicitor, named Cook, but 
previously his wife had died under suspicious circumstances, and he had 
attempted to make money by taking out a life assurance policy for his 
dipsomaniac brother, who also died in suspicious circumstances soon after 
the policy was effected. Palmer seems to have had few redeeming features, 
and in the entry book of students for the session of 1843-44, Sir James 
Paget, the first Warden of the Medical College, describes him as ‘idle, 
dissolute, extravagant, vulgar and stupid’. 

The main interest of Palmer, however, lies in his trial at the Old Bailey, 
which was described by Sir James Stephen as one of the greatest trials in 
the history of English Law. The trial was presided over by three judges, 
including the Lord Chief Justice, and the Attorney-General was assisted 
by four distinguished members of the Bar. In a fascinating account of the 
trial, Glaister (/bid., p. 273) points out that the two main points of interest 
of the trial were the unsatisfactory nature of the medical evidence—24 
doctors and scientists gave evidence for the prosecution, and some 15 for 
the defence—and the fact that, although the case for the Crown was that 
Cook died of strychnine poisoning, no evidence of strychnine was found 
in the victim’s body. Glaister, however, from a review of all the available 
evidence, is quite convinced that Palmer did murder his victim by poisoning 
him and that the probability is that the poison was strychnine. The medical 
profession certainly did not show to advantage at the trial—with their 
fundamentally contradictory evidence—and it is not surprising that in his 
summing up the Attorney-General made some scathing comments on the 
subject: e.g. ‘I cannot help saying, to me it is a scandal upon a learned, a 
distinguished and a liberal profession, that men should come forward and 
put forward such speculations as these, perverting the facts, and drawing 
from them sophisticated and unwarranted conclusions with a view to 
deceiving a jury’, 
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ALTHOUGH few medical discoveries of major importance have been made 
during the year 1955-56, a vast amount of work has been undertaken all 
over the world in extending the frontiers of knowledge in many directions. 
In an account of advances in medical treatment, Wayne (1954) devoted 
considerable space to the need for properly controlled investigations. He 
pointed out that this critical approach was equally important in the taking 
of a case history and in the assessment of the diagnostic significance of 
symptoms and signs. Such controlled investigations have been the means 
of exposing unwarranted claims regarding the value of many therapeutic 
agents and have ensured that observations made during recent years have 
been more soundly based. As a result the indications and contraindications 
for important methods of treatment have become more clearly defined. In 
addition, this approach has facilitated the search for new drugs which possess 
enhanced therapeutic activity combined with a reduced incidence of 
undesirable toxic side-effects. 


PREDNISONE AND PREDNISOLONE 

Knowledge that the biological activities of adrenocortical hormones can 
be modified selectively through changes in their chemical formule has 
resulted in the introduction of two synthetic steroids—prednisone ( /\’-de- 
hydrocortisone) and prednisolone ( A’-dehydro-hydrocortisone). The new 
compounds are analogues of cortisone and hydrocortisone respectively, 
differing from them in only one structural detail. Clinical trials have shown 
that weight for weight these analogues are four or five times as potent anti- 
rheumatic agents as cortisone or hydrocortisone. This finding by itself is of 
no real clinical value unless the drugs are also less liable to produce those 
undesirable complications which so often follow prolonged cortisone therapy. 
In assessing their value when given in equal anti-rheumatic therapeutic 
doses, Boland (1956) states that :— 

(1) The immediate and subsequent improvement produced corresponds closely 
to that which results from cortisone. 

(2) The over-all incidence of undesirable reactions was equal to, or greater than, 
that resulting from cortisone. 

(3) Whilst the incidence of many side-effects was similar with both groups of 
drugs, e.g. moon-shaped face, nervous symptoms, acne, hypertrichosis, other side- 
effects were more often encountered when the new analogues were employed: e.g. 
digestive complaints, peptic ulceration, ecchymoses, symptoms of vasomotor 
irritability and aggravation of the diabetic state. On the other hand, salt and water 
retention was negligible and the tendency to cause elevation of the blood pressure 
was much less than when cortisone was used. 


The importance of the discovery of prednisone and prednisolone and of 
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other substituted corticosteroids such as g«-fluorocortisone and 9«-fluoro- 
hydrocortisone lies not so much in any particular beneficial therapeutic 
properties which these agents possess, but rather in the hope that when more 
knowledge has been acquired regarding the relationship of chemical structure 
to the biological properties of the adrenocortical hormones, it may be possible 
to separate their anti-inflammatory action from their undesirable accessory 
effects. 
HYPERTENSION 

Several drugs are now available for the treatment of moderate or severe 
hypertension and it is recognized that with meticulous attention to detail 
life may be considerably prolonged. This is also true even when treatment 
is begun during the advanced stage of the malignant phase of the disease. 
Thus, the five-year life expectancy of a group of patients with malignant 
hypertension, treated by McMichael in London and by Smirk in New 
Zealand, exceeded 50 per cent. as compared with 2 per cent. in a controlled 
series of patients who had not received ganglionic blocking drugs, reported 
by Keith and Wagener. Nevertheless, no matter what method of treatment is 
adopted, be it medical or surgical, hypertensive vascular disease still remains 
a serious condition, even when a satisfactory and persistent reduction in 
the blood pressure is secured. Many patients succumb to progressive renal 
failure, major cerebral vascular accidents and to other effects of irreversible 
vascular damage which is present before treatment is commenced. Hyper- 
tensive patients with advanced renal disease have a particularly bad prognosis. 

The choice of patient for hypotensive treatment presents many difficulties. 
The height of the blood pressure per se is not an adequaté guide because 
patients with essential hypertension may have an elevated blood pressure for 
many years without any obvious symptoms or ill-effects. Accordingly, in 
addition to hypertension, the clinical features of hypertensive vascular 
disease such as retinopathy, left ventricular failure, cerebral angiospasm or 
severe and persistent headache should be present before treatment with 
these hypotensive drugs is justified. When these are found in a patient below 
the age of 60 to 65 with a persistent diastolic blood pressure of 120 mm. Hg 
or over, reduction of blood pressure is certainly indicated. When renal 
function is poor due to nephritis, pyelonephritis or nephrosclerosis, it will 
not be improved and may even be further depressed by treatment with 
hypotensive drugs. When renal failure is partly attributable to the effects 
of cardiac failure, however, a marked improvement in renal function may 
be achieved by this form of treatment. For this purpose most authorities 
now recommend a ganglionic blocking agent (methonium compounds or 
pentolinium) together with a rauwolfia alkaloid, e.g. reserpine. Different 
methods of treatment give comparable results but the combination which is 
most favoured is pentolinium (‘ansolysen’) with reserpine: Reserpine 
appears to enhance the effects of pentolinium and reduces some of its side- 
effects. It is to be noted that there have been several reports of the develop- 
ment of severe mental depressive states leading even to suicide following 
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its administration. Methonium compounds are being largely replaced by 
pentolinium because of their unpredictable action when administered orally, 
and because of their greater tendency to cause paralytic ileus or severe 
hypotension. Pentolinium can be given orally or parenterally and there is 
still a divergence of opinion between experts in this field as to which is the 
more satisfactory. 

* The difficulties, disadvantages and dangers of treatment with hypotensive 
drugs make it essential to select for treatment only those patients who are 
believed to have sufficient intelligence and determination to carry out 
meticulously and persistently the instructions given to them. It is only in a 
hospital or clinic with an adequate staff of trained specialists that this thera- 
peutic regime can be properly carried out in its initial stages, and the patient 
be instructed in the many details which are essential if treatment is to be 
continued when he returns home. Hence, it is most unwise for general 
practitioners to embark on the treatment of hypertensive patients with 
ganglionic blocking drugs until new agents are discovered which are safer 
and more predictable in their effects than the methonium compounds and 
pentolinium. 

An advance in this direction is the production of a new hypotensive agent 
called mecamylamine (‘inversine’), a secondary amine which appears to 
be the first ganglionic blocking agent of clinical value which is not a quater- 
nary ammonium compound. It is claimed that the absorption of this com- 
pound after oral administration approaches 100 per cent. and that its 
duration of action is from twelve to forty-eight hours. Furthermore, it has 
been shown in animal experiments to have minimal effects on renal hamo- 
dynamics or on the excretion of water and electrolytes. Clinical trials have 
shown that mecamylamine is equally effective as a hypotensive drug when 
given orally or parenterally. The undesirable side-effects are stated to be 
similar to those produced by ganglionic blocking agents; e.g. weakness, 
dry mouth, nausea, difficulty with visual accommodation, and constipation, 
but no instances of paralytic ileus have so far been recorded. 

It is confidently expected that the research chemist will produce new 
drugs for the treatment of hypertension which are less dangerous and even 
more effective than any compounds at present available. For further in- 
formation on the treatment of hypertension the reader is referred to the 
report of a symposium on hypotensive drugs (Lancet, 1956a). 


CORONARY ATHEROMA AND MYOCARDIAL INFARCTION 
The etiology of coronary atheroma and myocardial infarction remains 
obscure. While evidence accumulates regarding the association between 
dietary fat, plasma lipids and atheroma in animal experiments, no final 
relationship has yet been established in man. The intricate problem of 
lipids and atheroma is well reviewed in a leading article in the British Medical 
Journal (1955). Diet, age, sex, heredity, hormones and tobacco all appear 
to be of etiological importance. 
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In an article entitled ‘Pathogenesis of coronary disease in American 
soldiers killed in Korea’, Enos and his colleagues (1955) reported the 
necropsy findings in 300 American battle casualties in Korea. In 200 cases 
the mean age of the soldiers was approximately 22 years and in the remainder 
the maximum age was 33 years. The authors state that in 77.3 per cent. of the 
hearts examined there was ‘some gross evidence’ (presumably macroscopic) 
of coronary arteriosclerosis which varied from minimal eccentric thickening 
to complete occlusion of the main coronary vessels. Plaques causing more 
than a 50 per cent. luminal narrowing were found in 12.3 per cent. and 
complete occlusion of one or more main vessels in 3 per cent. 

Pathological studies of the hearts of Japanese, Koreans and Africans living 
under their natural conditions, and clinical studies of the incidence of 
myocardial infarction in these races clearly indicate that atheroma is qualita- 
tively and quantitatively much less frequently encountered in the coronary 
vessels of persons whose standard of living is low by comparison with that 
enjoyed by the average citizen of Europe or America. There can be little 
doubt that a high price has to be paid for the so-called benefits of Western 


civilization. 

A survey by Bronte-Stewart and others (1955) of the multi-racial com- 
munity residing in Cape Town revealed the widely different inter-racial 
incidence of coronary heart disease and showed that it was associated 
with a parallel difference in the mean serum cholesterol levels. In each 
racial group (Europeans, Cape coloured and Bantu) the serum cholesterol 


level was highest in those on the highest economic plane and bore a parallel 
relationship to the intake of foods rich in fat of animal origin. There was 
no correlation with the intake of vegetable fat. As a sequence to this investi- 
gation Bronte-Stewart et al. (1956) fed several different fats and oils to 
volunteers under control conditions and studied the effects on the serum 
cholesterol levels. They found that animal fats and hydrogenated vegetable 
fats behaved differently from vegetable or marine (fish, seal) oils. The most 
likely common difference between these fats and oils is the proportion of 
unsaturated and saturated fatty acids. It is also possible, as suggested by 
Sinclair (1956), that a deficiency of essential fatty acids may be connected 
with the etiology of atheroma. Bronte-Stewart accordingly suggests that 
certain discrepancies in the theory that dietary fat is of importance in the 
causation of atheroma may be explained by variations in the nature of the 
fatty acid composition of the fats consumed. The application of these 
preliminary observations to the prevention of coronary atheroma in human 
beings must await further information based upon experiments which have 
been carried out for a much longer period than those hitherto described. 

It is widely agreed that the treatment of severe (‘bad risk’) cases of 
myocardial infarction with anticoagulant drugs has been shown to reduce 
significantly the mortality and sequelae which result from coronary throm- 
bosis. Experts in this therapeutic field, however, differ strongly in their 
views as to whether a method of treatment which requires daily venepuncture 
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and laboratory control of the prothrombin time is justified in mild (‘good 
risk’) cases, without shock or other complications. It is still uncertain how 
these drugs produce their effects and there is as yet no proof that their 
use on a long-term basis will prevent further myocardial infarction. 


RHEUMATIC FEVER 

The results of the trial of corticotrophin, cortisone and aspirin in the 
treatment of rheumatic fever by the Medical Research Council and the 
American Heart Association appeared early in 1955: 497 patients under the 
age of 16 years were studied. It was concluded that, whilst steroid therapy 
controlled the acute manifestations of the disease and led to the disappearance 
of nodules and apical systolic murmurs, there was a greater tendency to 
relapse after withdrawal of these drugs than with aspirin. At the end of 
one year the incidence of residual cardiac damage was the same in the three 
treatment groups. 

Other authorities consider that cortisone should be given in higher dosage 
and for a longer period than in this trial (Greenman et al., 1955). They 
recommend 300 mg. daily for six weeks and report good results, particularly 
when treatment is started within two weeks of the onset of illness. 


ALDOSTERONE 

It is only four years since Simpson, Tait and Bush (1952) reported the 
discovery of aldosterone—a ncrmal adrenal hormone—as the result of 
paper chromatography of adrenal cortical extracts. Its formula and synthesis 
have now been achieved and aldosterone has been found to be 50 to 120 
times more powerful than deoxycortone acetate in its salt-retaining effect. 
The secretion of aldosterone is apparently not under the influence of cortico- 
trophin, and this would explain the severe dehydration and salt depletion 
which occur in the crises of Addison’s disease but which are not seen in 
adrenal insufficiency due to hypopituitarism. Aldosterone has been found 
in the urine in abnormally high concentration in cedematous patients 
suffering from the nephrotic syndrome, decompensated heart disease and 
cirrhosis of the liver. 

Conn (1955), of Michigan, has described a new syndrome characterized 
by hypokalemia, hypernatremia, alkalosis and renal insufficiency, and the 
cardinal clinical features of intermittent muscular pains, cramp, weakness 
and paralysis, hypertension and polyuria, nocturia and albuminuria. He 
claims that these different manifestations are due to an excessive secretion 
of aldosterone. The first case was found to have an adrenal tumour, the 
removal of which was followed by complete clinical and biochemical re- 
covery within two weeks. Reports of other cases are now appearing in the 
literature. Conn considered that some cases of potassium-losing nephritis 
might in fact be suffering from ‘primary aldosteronism’ and this has already 
been shown to be the case. Thus, within three years of the discovery of 
the hormone a new clinical entity (primary aldosteronism) has been recog- 
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nized. The understanding of the syndromes associated with excessive 
secretion of aldosterone, however, is far from complete. At least two cases 
have occurred in which the clinical picture of primary aldosteronism has 
not been associated with the excretion of excessive amounts of aldosterone. 
At laparotomy both were found to have adrenocortical tumours, the removal 
of which corrected the biochemical abnormalities. Another disturbing 
feature is the unexplained difference in the quantity of aldosterone found in 
normal urine by British and Swiss workers. Different methods of estimation 
and lack of knowledge of the metabolites of aldosterone may partly account 
for these anomalies. In addition, it has been suggested that some cases of 
hyperaldosteronism may be due not to aldosterone but to some other 
unidentified hormone. 

The discovery of aldosterone, its chemical synthesis and the recognition 
of the clinical syndrome of aldosteronism illustrate the extraordinary 
efficiency of modern medical science. Although this syndrome is likely to 
be encountered rarely in clinical practice, nevertheless physicians should 
consider this diagnosis in patients with the classical clinical features 
described above and in whom an otherwise unexplained hypokalemia is 
found, particularly if the serum sodium is normal or raised. Cardiologists 
should be aware of the fact that in one case of aldosteronism reported in the 
literature the first suspicion of the syndrome was aroused by the finding of 
abnormalities in the electrocardiographic pattern which are known to be 
associated with a reduced potassium content in the blood. 

Finally, the treatment of edema associated with the nephrotic syndrome, 
congestive cardiac failure and cirrhosis of the liver might be greatly improved 
if a means were found to suppress the rate of secretion of aldosterone by 
the adrenal cortex or to counteract its pharmacological effects. The recent 
discovery that amphenone, a diphenyl compound synthesized by Allen and 
Corwin in 1950, can suppress or interfere with corticoid synthesis by the 
adrenal cortex suggests that a new therapeutic approach may not be long 
delayed. The complicated problems related to inhibition of the adrenal 
cortex are reviewed in a recent leading article in the Lancet (1956b). 


ELECTROLYTES IN CONGESTIVE CARDIAC FAILURE 
Improved knowledge of electrolyte disturbances in decompensated heart 
disease has led to a better understanding of the changes which occur and 
to more rational treatment. Prolonged administration of mercurial diuretics 
or acetazolamide (‘diamox’), especially if associated with a low sodium 
intake or the use of ion exchange resins, may give rise to significant sodium 
and potassium depletion. In addition, disturbances of acid-base balance 
may develop. Further diuresis will not then usually occur and the patient 
will be ‘refractory’ to the diuretic until these disturbances are corrected by 
the administration of sodium and potassium salts. 

It is important to remember that potassium depletion may lead to a 
diminished tolerance to digitalis so that toxic symptoms develop before a 
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satisfactory therapeutic response is achieved. Such a depletion is particularly 
likely to occur in patients who have received prolonged treatment with 
modern diuretics. In such cases the administration of potassium salts may 
abolish these toxic effects (Lown and Levine, 1955). 


SULPHONAMIDE COMPOUNDS IN THE 
TREATMENT OF DIABETES 

Janbon and his colleagues (1942) noted that a sulphonamide derivative 
lowered the blood sugar level in man, and other workers, particularly in 
Germany, later confirmed the hypoglycemic activity of this and other 
sulphonamide compounds. The compound with which there is most 
experience is sulphonyl-n-butyl urea (BZ55). The mode of action of this 
compound is unknown but since it is ineffective in the depancreatectomized 
animal it has been postulated that it either stimulates the secretion of 
endogenous insulin in the cells or antagonizes the « cell secretion known 
as glucagon, or suppresses the action of insulinase. Glucagon, however, has 
not been shown so far to be of any physiological importance in man. 

The indications for the use of BZ55 in the treatment of diabetes mellitus 
are not yet finally established. A series of preliminary reports has just been 
published in this country (Duncan et al., 1956; Wolff et al., 1956; Hunt 
et al., 1956; McKenzie et al., 1956; Walker et al., 1956; Murray and Wang, 
1956). Their evidence suggests that the compound is of no value in the 
treatment of young diabetics or of those who develop ketosis readily. The 
middle-aged and elderly obese patient often responds well to BZ55 but in this 
group the diabetes can be controlled in most instances by dietetic measures 
alone, and weight reduction is the proper method of treatment. There 
remains, however, a small group of such patients who continue to have 
symptoms and hyperglycemia despite dietary restrictions. In these patients 
the administration of insulin becomes necessary and in a proportion of 
them BZss5 is found to be effective in controlling the hyperglycaemia. The 
side-effects of BZs55 are at present being evaluated but it would be sur- 
prising if long-continued treatment with a sulphonamide compound did not 
lead in a proportion of patients to undesirable effects, including serious 
damage to the bone marrow. Indeed, the British workers (Brit. med. 7., 
1956) have issued a warning that at present it should be used only under 
careful hospital supervision. 

Other agents which also have a hypoglycemic effect, e.g. D860 (‘orinase’), 
are under trial (Clarke, 1956). It is apparent that BZs55 has a very small part 
to play in the treatment of diabetes, but its discovery is of great theoretical 
interest and gives hope that in the future some other compound may be 
found which, given orally, can replace insulin with all its accompanying 
disadvantages. 

TUBERCULOSIS: BCG VACCINATION 
The first progress report of the Tuberculosis Vaccines Trials Committee 
of the Medical Research Council (1956) shows beyond doubt the benefit of 
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BCG vaccination for adolescents in an urban industrialized community. 
Some 56,000 children aged from 14 to 15 years were admitted to the trial 
between 1950 and 1952. Almost all the vaccinated children became tuberculin 
positive and there was no tuberculous meningitis or miliary tuberculosis in 
the vaccinated group. At present BCG vaccination is offered in Britain as a 
routine to people likely to be at special risk of exposure to infection. As 
a result of the M.R.C. report the Minister of Health (1956) has urged local 
authorities to intensify their efforts with a view to securing the vaccination 
of a larger number of school-leavers in their areas. In view of the fact that 
40 per cent. of the participants in the M.R.C. trial were infected on entry, 
it has been suggested that vaccination might be offered as a routine to school 
children at about 12 years of age (earlier than in the trial). In addition 
vaccination might be made available to children of any age whose parents 
request it. 

A study of the incidence and prevention of tuberculosis in students and 
nurses is reported by Verney (1955). His report is based on the following 
investigations :— 


(a) Mass radiography survey of students of all faculties in four university centres 
(Edinburgh, Glasgow, Cambridge and Belfast): 43,431 students were examined 
during the period 1950-53. 

(b) Tuberculin sensitivity survey of 11,065 first-year students and nurses in ten 
university centres (Edinburgh, Glasgow, Cambridge, Belfast, Aberdeen, 
Birmingham, Dublin, Leeds, Oxford and Sheffield) during the period 1949-54. 

(c) BCG vaccination in ten university centres (as above): 2,630 students and 
nurses were vaccinated during the period 1949-54. 


(a) The incidence of tuberculosis per thousand students as revealed by 
mass radiography was as follows :- 


Newly discovered ‘Total active 
lesions cases 
Edinburgh st 2.6 6.2 
Glasgow ae 2.8 12.6 
Cambridge ‘5% 1.5 4.9 
Belfast . . a 3-4 6.5 

(b) Of the 11,065 students and nurses examined, 27.6 per cent. were 
negative reactors. It was interesting to note that of the nurses recruited from 
the North-East area of Scotland for training in Aberdeen Royal Infirmary, 
43.5 per cent. were negative reactors, whereas the figure for those recruited 
from the industrial area of South Yorkshire for training in the Sheffield 
United Hospitals was only 21.8 per cent. It was found that Mantoux 
conversion occurred approximately six weeks after exposure to infection. 
Where cases had been followed, there were usually symptoms of vague 
ill health and elevation of temperature and the erythrocyte sedimentation 
rate at the time of conversion. 

(c) Of the 2,630 students and nurses who were vaccinated, three (0.11 
per cent.) developed pulmonary tuberculosis after successful vaccination. 
In a comparable American series (Abruzzi and Hummel, 1953) three cases 
of clinical tuberculosis developed in 4,400 successfully vaccinated students. 
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Although the trial was not ‘controlled’, 14 of 392 (3.32 per cent.) urft- 
vaccinated subjects developed tuberculosis over the same period. 

During the seven years, 1946-53, there have been 64 cases of tuberculosis 
among the nursing staff of the Royal Infirmary of Edinburgh. Since 1949 
all Mantoux-negative nurses have been vaccinated on recruitment and since 
then only one case of tuberculosis has occurred among those vaccinated. 

This study of the value of mass radiography, tuberculin sensitivity tests 
and BCG vaccination of negative reactors, in preventing the development 
of pulmonary tuberculosis in university students and hospital nurses, fully 
confirms the beneficial results achieved by similar measures previously 
reported in Scandinavia and other countries. 


THE TREATMENT OF INFECTIOUS HEPATITIS 

During the Korean campaign 4000 cases of infectious hepatitis were treated 
by an American team at a special centre for this disease. Of these, 460 
were selected for detailed study (Chalmers et al., 1955). Recovery was 
quickest in those patients forced to eat a diet high in calories, protein and 
vitamins. The authors suggest that it was protein which was responsible 
for this beneficial result, although they admit that the benefit from a diet 
high in protein, when compared with a diet containing moderate or even 
small amounts of protein, is not remarkable. It should be noted that these 
dietary therapeutic trials were made on adequately nourished patients. The 
aim of this liberal feeding is to ensure that materials for repair, e.g. 
methionine and choline, are present in abundance. It has become traditional 
to give a diet low in fat but there is no evidence that fat is harmful. 

Contrary to the usual teaching, the American team found that early 
activity of the patients had no harmful effect on the course of the disease. 
The cases studied, however, were healthy and well fed before they fell ill 
and it is considered that it is desirable to keep patients in bed until the urine 
is free of bile or, in severe cases, until the serum bilirubin is normal. Camp- 
bell and Pruitt (1955) claim that the administration of vitamin B,, and folic 
acid appears to shorten the duration of illness in the more severe cases. 

This investigation supports the view that the average patient will do well 
on a common-sense regime of rest with as liberal a diet as he can take. 
When the illness is severe the most useful additions to the diet are large 
quantities of carbohydrates and vitamins. If severe hepatic failure due to 
advanced parenchymatous cellular damage is present the intake of protein 
and also of methionine must be markedly reduced and even completely 
stopped temporarily; otherwise coma and death may result from accumula- 
tion in the blood of toxic protein metabolites, of which ammonia appears 
to be of particular importance. This is a subject which is discussed more 
fully by Dr. Sheila Sherlock in her article on ‘Advances in the treatment of 
diseases of the liver’ (p. 444). 

STIMULANTS AND DEPRESSANTS 

Many psychiatric disorders would be relieved if it were possible to suppress 
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ot reduce anxiety and tension without making the patient sluggish or 
depressed and without impairing initiative and mental lucidity. The number 
of new drugs designed for this purpose is steadily increasing. It is clear 
from the conflicting reports about their efficacy that extensive controlled 
trials by critical specialists are eminently desirable before manufacturing 
chemists release these agents for general use. These drugs can be classified 
into three main groups :— 

(a) General depressants.—No drugs have recer.tly appeared to supplant 
the barbiturates, whose action and value are well known. 

(b) Stimulants.—The newest recruit is benzhydrol (‘meratran’, ‘frenquel’). 
It has been stated that its effects are similar to those of amphetamine without 
the undesirable side-effects. Sargent (1956), however, reports that the drug 
has very limited application in clinical medicine and that its main value is 
probably as an adjuvant to electroconvulsive therapy in depressive states. 

(c) Tranquillizing agents.—These are drugs with a limited sedative action 
with predominant effects on the vegetative nervous mechanism. It is to this 
group that the greatest number of new additions have recently been made, 
and in which there is the greatest diversity of opinion regarding their place 
in therapeutics. 

Chlorpromazine and reserpine are now being succeeded by benacty- 
zine and meprobamate (methyl-propylpropanediol dicarbamate). Three re- 
ports have been published on the efficacy of benactyzine. It is of interest to 
note that in the report of the investigation which was properly controlled, 
the drug was shown to have no clinical advantage over inert tablets. In the 
two favourable reports it was claimed that those patients with anxiety states 
showed the best response. Cases with depressive, hysterical and obsessive 
states were made worse. Meprobamate has been the subject of enthusiastic 
reports from the United States and it will be of interest to know the opinion 
of British physicians after a controlled trial has been undertaken in this 
country. 

The mode of action of these drugs is unknown. It is to be noted that 
all rauwolfia alkaloids which have a tranquillizing effect release large 
quantities of serotonin (5-hydroxytryptamine) from the bowel, brain and 
platelets. It is possible that this substance may be responsible for the 
hypotensive and sedative effects of rauwolfia compounds by its central 
action on the hypothalamus. 

An increasing number of reports is appearing of serious side-effects 
following the use of tranquillizing agents. Thus, chlorpromazine may give 
rise to an obstructive type of jaundice and to blood dyscrasias, reserpine to 
severe depressive states, and a case has recently been described in which a 
psychotic illness developed in a patient receiving methylpentynol. 


TREATMENT OF BARBITURATE POISONING 
Shulman and his colleagues in Melbourne and Sydney (1955) have reported 
most impressive results from the combined use of two new drugs, megimide 
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(‘bemegride’) and amiphenazole (‘daptazole’), in the treatment of barbiturate 
poisoning. 
CHELATING AGENTS IN LEAD POISONING 

Calcium disodium versenate will remove lead from the body even during 
severe encephalopathy without causing an exacerbation of symptoms. Lead 
replaces calcium in this compound and the lead derivative is excreted in 
the urine. Irrespective of the amount of lead in the body, excretion reaches 
a maximum in twenty-four to forty-eight hours. The best results have been 
found to follow intermittent dosage: two days’ treatment followed by five 


days’ rest. 
CONCLUSION 

In an article of this length it is only possible to discuss a few of the many 
advances in medicine which have been made during the past twelve months. 
Sufficient, however, has been said to indicate that the tempo of medical 
research maintains its extraordinary speed and is still gathering momentum. 
This is mainly due to the fact that more and more medical graduates are 
receiving a sound training in the basic sciences and are appreciating the 
essential need to approach therapeutic problems in a critical spirit and by 
means of properly controlled investigations. 
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ADVANCES IN SURGERY 


By RICHARD B. CATTELL, M.D., 
AND BENTLEY P. COLCOCK, M.D. 
Department of Surgery, The Lahey Clinic, Boston, Massachusetts 


THE year 1956 finds a vast amount of surgical research developing along an 
infinite variety of lines. In every research laboratory throughout the world, 
hundreds of men and women are spending countless hours slowly adding 
to that which is known and steadily decreasing that which is unknown. Each 
small fact, proven or disproven, adds to the sum total of our surgical know- 
ledge and eventually has its effect upon the actual practice of surgery. 

In addition to these fundamental data provided by research laboratories, 
a tremendous volume of clinical experience is constantly being accumulated 
by surgeons in the operating rooms of every hospital and clinic. Adapting, 
discarding, modifying, presenting their results for critical review by their 
colleagues, these men are carrying on in the tradition established by John 
Caius in 1542. It was Caius who first reported in English the clinical data 
on a group of patients whom he had personally observed. To the clinical 
surgeon as well as his research colleague, we owe the striking progress being 
made in surgery at the present time. 

It is our purpose in this article to outline briefly some of the more recent 
advances in surgery. We have not attempted to review the voluminous 
surgical literature or to refer to all surgical fields. As it is impossible to 
credit all those responsible for these advances we shall state in a general 
way what we consider to be some of the more striking changes in surgical 
therapy. Without question, the most impressive advances in surgery during 
the last few years have been made in the field of cardiovascular surgery. 


THE AORTA 

In the field of vascular surgery, not only the peripheral vessels, but every 
segment of the aorta has now come under surgical attack. Aneurysms and 
thrombo-obliterative changes are the most common and severe forms of 
aortic disease. Until a few years ago, the average period of survival of a 
patient with an aneurysm of the thoracic aorta was less than one year after 
the diagnosis had been made. One-third of patients with an aneurysm of the 
abdominal aorta died within a year, usually from rupture of the aneurysm. 
Although patients with a thrombo-obliterative process in their aorta might 
survive five to ten years after diagnosis, their ultimate prognosis was poor 
and most of them died from complications of their disease. Attempts were 
made to stop the progress of an aneurysm by the introduction of foreign 
material in and around the dilated segment. Thrombo-obliterative disease 
was treated by increasing the collateral circulation to the lower extremities 
by means of sympathectomy. These attempts were only occasionally success- 
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ful and must be considered as purely palliative therapy. Today, the damaged 
segment of aorta is excised and replaced by an aortic homograft, as was 
suggested by Leriche thirty years ago. 

Most aneurysms of the thoracic aorta are syphilitic in origin and saccular 
in form. The leather-like consistency of the aortic wall permits the tangential 
excision of these aneurysms and the closure of the defect by sutures. When 
the aneurysm is due to arteriosclerosis it is usually fusiform, and the diseased 
segment of aorta must be excised and replaced by a graft. This means that 
the thoracic aorta must be occluded for periods of up to one hour. Serious 
technical problems arise because of the cardiac strain produced and the 
ischemic effect upon tissues distal to the occlusion. 

Fusiform aneurysms of the aortic arch presented special problems since 
even brief occlusion of the ascending aorta would lead to left ventricular 
strain and cardiac failure. Moreover, aortic occlusion at this level interrupts 
cerebral circulation and could lead to fatal cerebral damage within a few 
minutes. This difficulty has been overcome by the use of temporary shunts 
made of compressed polyvinyl sponge, which are sutured into the aorta 
above and below the point of occlusion. Limbs of the shunt are sutured into 
the carotid arteries. With the shunt in place, the aorta and the great vessels of 
the arch can be occluded while the aneurysm is excised and the defect 
replaced by a graft. 

When the aneurysm involves the descending thoracic aorta, temporary 
aortic occlusion is well tolerated by the heart, but the ischemic effect upon 
the spinal cord may lead to paraplegia and death. It is here that general 
body hypothermia has been employed to reduce the operative risk. By 
reducing the metabolic activity of the central nervous system, the safe period 
of spinal cord ischemia can be prolonged. Although aneurysms of the 
descending thoracic aorta below the eighth or ninth dorsal vertebra can 
usually be excised at normal body temperature without serious neurological 
changes, every effort is made to keep the period of aortic occlusion as short 
as possible. 

Even the most serious of all aneurysms, the dissecting aneurysm, has been 
subjected to surgical intervention. Until recently there was no effective 
treatment for this serious lesion, and two-thirds of these patients were dead 
within a week of the onset of severe symptoms. The operative procedure is 
based upon nature’s method of healing, which, when it occurs, is due to a 
spontaneous re-entry of the dissecting passage at some distal point in the 
aorta. This permits restoration of the peripheral circulation and removes 
the increasing pressure upon the outer wall, thus preventing its rupture. In 
those cases in which the dissection begins in the ascending part of the aortic 
arch, the descending aorta is divided between clamps and the false passage 
in the lower segment is obliterated by approximating the outer and inner 
layers of the aorta. A re-entry passage is then made by excising a small 
segment from the intimal and medial layers of the upper segment of the 
aorta. The operation is completed by an end-to-end anastomosis of the two 
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aortic segments. In those cases in which the dissection begins near the origin 
of the left subclavian artery, a more curative type of operation has been 
employed by combining the previous procedure with excision of the dis- 
secting process. The excised segment of aorta is then replaced by a graft. 

Most abdominal aneurysms occur below the origin of the renal arteries. 
They are fusiform in character and usually extend to involve the bifurcation 
of the aorta. Since the underlying cause is arteriosclerosis, there is a higher 
incidence of this lesion due to the general increase in longevity. As in the 
case of the thoracic aorta, the prognosis for these patients is grave. Surgical 
excision of this aortic lesion has been particularly successful. Temporary 
occlusion of the aorta at this level is not associated with serious danger of 
ischemic damage to the kidneys, spinal cord or other vital organs. At the 
distal end there is usually sufficient length of relatively normal iliac arteries 
to permit anastomosis to the graft. With increasing experience, the operative 
mortality rate in these patients is now less than 10 per cent. 

Occasionally an aneurysm will develop in the upper portion of the abdominal 
aorta. Since this area gives rise to the major visceral arteries it presents 
especially difficult problems from the point of view of surgical extirpation. 
There is serious danger of fatal ischaemic damage to such vital structures as 
the liver, the kidneys and the gastro-intestinal tract during the time that is 
required to excise the aneurysm and replace it with an aortic homograft. 
DeBakey has recently reported four patients, each of whom had an aneurysm 
extending from the lower descending thoracic aorta to the lower abdominal 
aorta and involving the ceeliac axis, the superior mesenteric artery, and one 
or both of the renal arteries. The operative procedure consisted of excision 
of the entire segment, replacing it with an aortic homograft, and restoration 
of continuity to all major visceral branches of the abdominal aorta. One of 
these patients died of heart failure on the seventh day after the operation, 
but in the other three patients the procedure was successful and they have 
returned to normal activity. One would like to have been present when 
Rudolf Matas, now in the tenth decade of his life, was told of this brilliant 
surgical attack, by another New Orleans trained surgeon, upon the most 
difficult of all aneurysms to remove. It was Matas who, many years ago, did 
much of the pioneer work on the direct surgical treatment of aneurysms. 

Although chronic insidious occlusion of the abdominal aorta was described 
by Leriche over thirty years ago, it was not until aortography came into wide 
use that it was recognized as a frequent cause of arterial insufficiency in 
the lower extremities. Affecting men in the fifth and sixth decades of life, 
it is associated with steadily progressive symptoms, particularly intermittent 
claudication. It also produces sexual impotence in more than one-third of 
these patients. Today, these disabled and discouraged individuals may be 
given a new aorta. The majority obtain early and complete relief of symp- 
toms. To a man of 50 years of age, restored to his normal occupation and re- 
lieved of his sexual impotence, it must indeed seem like a ‘surgical miracle’. 

Progress continues to be made in the successful treatment of coarctation 
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of the aorta. Congenital coarctation is by far the most common type and 
involves that portion of the aortic arch just distal to the left subclavian artery 
and ductus Botallo. If the occluded segment is short it is corrected by ex- 
cision and end-to-end anastomosis of the aorta. If the segment is relatively 
long, as in the infantile type, or if an aneurysm is present just distal to the 
constricted area, it is treated by resection, and aortic continuity is restored 
by a homograft. 
THE PERIPHERAL VESSELS 

The late results of excision, with replacement by graft, for occlusive disease 
of the major arteries of the lower extremities have often been poor, because 
the arteriosclerotic process tends to be diffuse. The best results have 
occurred in patients under 55 years of age in whom the process is more likely 
to be major in only one area. Femoral arteriography or aortography has been 
of increasing help in selecting patients suitable for surgery. 

Reparative vascular surgery for traumatic injury of the major peripheral 
vessels demonstrated its value in the Korean war. Here, end-to-end suture 
and the use of autogenous vein grafts reduced the incidence of amputation 
after ligation of the popliteal artery from 75 or 100 per cent. to 18 or 20 
per cent. 

THE HEART 

It is only a few years ago since Blalock and Taussig developed the first 
successful treatment for patients with the tetralogy of Fallot. Their procedure 
consisted in establishing a shunt between the greater circulation and the 
pulmonary circulation, usually a left aorta-pulmonary artery anastomosis. 
Some of these patients have now been followed up for eight years and 68 per 
cent. are considered to have had a good result. The operative mortality is 
15 per cent. for patients under 3 years of age and 3 to 6 per cent. for patients 
over 3 years. It is now recognized, however, that, whilst these patients are 
greatly improved by this operation, only an open heart operation will be 
curative. The same is true for pulmonary stenosis which up to the present 
has been treated by a closed method of pulmonary valvotomy. 

Research work is being carried out in many centres on various mechanical 
devices to permit the heart and lungs to be totally by-passed. These machines 
are being perfected and simplified, and several are already in use. Until 
recently, closure of interatrial and interventricular septal defects has been 
attempted by indirect suture through the heart wall or with the use of an 
atrial well as devised by Gross. As Brock and others have pointed out, 
ventricular defects and pulmonary stenosis can be adequately treated only 
by a direct exposure of the abnormality. Today these septal defects are 
being closed by suture or by graft with the surgeon working within the open 
heart. The vital processes are maintained by means of the extracorporeal 
circulation. All of the venous blood from the superior and inferior venz cave 
is circulated through the ‘heart-lung’ machine, oxygenated and returned at 
a constant rate and volume to the patient’s aorta. As Taussig has pointed 
out, important questions still remain to be answered: ‘Will a heart that has 
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been opened and sewn together again, grow with the patient? Will the 
pulmonary infundibulum re-stenose after it has been resected?’ 

The results of the surgical treatment of mitral stenosis continue to be 
encouraging. Harken believes that division of the stenotic ring with a knife 
guided by the finger inserted through the auricular appendage is superior to 
forceful fracture and dilatation by the finger alone. Mitral insufficiency is 
being treated by division of the shortened chorde tendinez, working through 
the auricular appendage. In the same manner, the size of the mitral ring is 
reduced by suture. Cerebral emboli from clots developing within the heart 
remain the major hazard in mitral commissurotomy, and ventricular 
fibrillation the most serious complication of surgery of the ventricle. 

Aortic stenosis is treated by finger dilatation, working through a pouch 
sutured to an opening made in the aorta above the valve. The pouch may be 
made of synthetic material or from a homograft of pericardium. 

Hufnagel has developed an ingenious procedure for the surgical correction 
of aortic insufficiency. A ball valve made of plastic material is sutured into 
the distal portion of the aortic arch. So far the operation has been carried 
out only on those patients with aortic insufficiency who have progressive 
signs and symptoms. He feels that the results are encouraging and has now 
operated on go patients, the first having been done in 1952. The mortality 
is 10 per cent. in the early good-risk patients, and 40 per cent. in poor-risk 
patients. Although this procedure is far from a complete answer to the 
problem of aortic insufficiency, it is the best treatment yet devised for it. 
One of the interesting, although less serious, defects of the procedure has 
been the distinctly audible clicking noise made by the ball valve with each 
beat of the heart. 

THE STOMACH 
Results continue to be poor following subtotal gastric resection for carcinoma 
of the stomach. On the other hand, sufficient experience has now been 
obtained to demonstrate that routine total gastrectomy is not the answer to 
this problem. Radical operations, including the total removal of the stomach, 
spleen, omentum and distal pancreas and left lobe of the liver, have been 
associated with an operative mortality of 25 per cent. and have not increased 
the five-year survival rate. At the present time they are being used only for 
lesions involving the fundus and in cases in which the tumour cannot other- 
wise be removed. Operative procedures have been developed to replace the 
removed stomach with segments of the colon or small bowel in those 
patients who have had a total gastrectomy. There is as yet no evidence that 
these replacement procedures contribute to better nutrition postoperatively. 
At present the only opportunity of improving the five-year salvage in patients 
with carcinoma of the stomach lies in earlier diagnosis. It is hoped that the 
more frequent use of cytological examination of gastric contents will con- 
tribute to earlier diagnosis. Malignant cells may be found in the fluid 
obtained by gastric lavage or in tissue picked up by mechanical devices, 
such as the gastric brush or the abrasive balloon. Occasionally the diagnosis 
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may be made by these methods when the x-ray examination is negative. 

There has been an increasing use of partial gastrectomy in patients with 
a perforated peptic ulcer, particularly in those who have had a long history 
of ulcer disease and who are operated upon within a few hours of perforation. 
If cases are selected properly, the mortality rate is comparable to that 
following simple closure of the perforation. 

We have seen a decreasing use of vagotomy plus gastroenterostomy for 
patients with duodenal ulcer who require surgery. Experience has shown a 
frequent return of parasympathetic activity and the development of recurrent 
ulcer, even when there is evidence of complete vagus section. At present the 
combination of hemigastrectomy plus vagotomy is being given a trial but 
it is too early to say whether it will prove superior to the usual subtotal 
gastrectomy. Subdiaphragmatic vagotomy has proved to be an effective 
method of treating gastrojejunal ulcer when it occurs following an adequate 
gastric resection. When surgery is indicated for duodenal ulcer, partial 
gastrectomy must still be considered the most satisfactory operation. 


THE COLON 

There has been a general acceptance of Swenson’s thesis that Hirschsprung’s 
disease is a dilatation of the large bowel due to an inactive colonic segment 
which obstructs the normal peristaltic wave. The absence of parasympathetic 
ganglion cells in this portion of the colon accounts for the lack of peristalsis. 
Some of these patients also have bladder dysfunction, with the development 
of megalo-ureter. This, he feels, is due to an absence or decrease of para- 
sympathetic ganglion cells in the bladder and ureter. Resection of the 
aganglionic segment of pelvic colon with anastomosis of the normal colon 
to the anal canal has proved the most effective means of treatment. 

It is now generally appreciated that many patients with severe ulcerative 
colitis will require ileostomy and colectomy. Surgery has been carried out 
earlier, and has permitted an increasing number of these patients to have an 
ileostomy and colectomy at the same time. Complications associated with 
ileostomy for patients with ulcerative colitis have shown a steady decrease in 
frequency and severity. This is largely due to improvements in technique at 
the time of the construction of the ileostomy, and to the early application 
of the ileostomy appliance. A well-constructed ileostomy plus the modern 
ileostomy bag permits the full social and economic rehabilitation of these 
young patients. Recently, preservation of the rectal segment for later 
anastomosis has again been advocated but extensive previous experience has 
shown this to be an unwise procedure. 

In the past, the surgical treatment of diverticulitis has been largely con- 
fined to the treatment of the complications of this disease, namely, per- 
foration, obstruction or fistula formation. There is increasing evidence that 
the mortality and particularly the morbidity associated with the surgical 
treatment of diverticulitis can be reduced if these patients are operated on 
before these complications develop. Resection with primary anastomosis is 
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being urged for any patient who continues to have recurrent attacks of 
diverticulitis, particularly in patients who are less than 50 years of age. 

Operations for cancer of the colon have been extended on the left side by 
total left colectomy or subtotal removal with excision of the entire inferior 
mesenteric artery and mesentery. This offers possible improvement in the 
end-results, not only by removal of wider lymph-node dissemination but 
also by removal of additional polypi which may later be the site of malignancy. 

In view of the incidence of blood-vessel invasion (32 per cent.), early 
ligation of the blood supply to prevent passage of tumour emboli due to 
manipulation during the operative procedure has recently been recom- 
mended and practised. Its efficacy remains to be proved. The danger of 
implantation of viable tumour cells in the lumen of the bowel has been 
emphasized by the St. Mark’s group and by Cole. This may be manifested 
by recurrence in the sutureline or operative field. The risk may be reduced 
by early ligation of the bowel and by irrigation during operation. 

There is increasing evidence that most, if not all, carcinomas of the colon 
arise in previously benign mucosal polypi. Refinements in the barium enema 
examinatioh, such as the air contrast study, are being used more and more 
frequently to rule out associated polypi in patients operated on for carcinoma 
of the colon. Endoscopic examination of the remaining colon at the time of 
resection has also been employed to avoid leaving behind a second potentially 
malignant growth. 


PORTAL HYPERTENSION 
Exsanguinating hemorrhage is the chief cause of death in patients with 
portal hypertension. The establishment of a shunt between the portal and 
systemic circulation by porta-caval or spleno-renal anastomosis continues to 
demonstrate its value in preventing this complication. 

With the advent of splenoportography it is now possible to determine the 
status of the splenic and portal veins, and this may be of vital importance in 
deciding which type of anastomosis is to be used. Immediate control of the 
haemorrhage in patients who are actively bleeding is obtained by cardio- 
csophageal tamponade with a balloon-tipped tube. Many surgeons prefer 
not to continue this type of temporary control beyond twenty-four hours. 
They then prefer to carry out direct suture of the varices through a trans- 
pleural transesophageal exposure. This has been reported to control the 
bleeding in 83 per cent. of these patients. Later, if liver function is found 
to be adequate, they are subjected to a porta-caval or spleno-renal anasto- 
mosis. One of the best tests of adequate liver function in these patients has 
been the determination of the serum albumin. Experience has shown that if 
the serum albumin is below 3 g. per cent. the operative mortality is greatly 
increased. Spleno-renal or porta-caval anastomosis is not advocated for the 
treatment of ascites alone, and it remains to be determined whether they 
will materially affect the progress of the disease in patients with biliary 
cirrhosis. 
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THE COMMON BILE DUCT 

Whilst it is too early to say whether shunt procedures will increase the 
longevity of most patients with cirrhosis, there is one type of cirrhosis in 
which early and adequate surgery will undoubtedly prolong life. This is the 
type in which liver damage is secondary to an obstructed common duct, the 
result of a stricture produced by an injury at the time of cholecystectomy. 
In the past, many of these patients have been allowed to continue with 
recurrent bouts of pain, chills and fever until portal hypertension and severe 
liver damage have occurred. An increasing number of these cases is being 
encountered throughout the world. Early relief of the bile-duct obstruction 
is essential to avoid the progression of a biliary cirrhosis. Best results in the 
repair of these strictures are still obtained in those cases suitable for end- 
to-end anastomosis of the remaining common duct over a T-tube. If this 
is not possible, the common hepatic or the separated hepatic ducts must be 
anastomosed to the jejunum. Experience has shown that, even after many 
failures, success may reward a determined effort to correct this serious 
problem. With the great increase in frequency of cholecystectomy particular 
emphasis should be placed upon the prevention of this complication. 

Obstruction of the common duct due to stenosis of the sphincter of Oddi 
has been found to be a cause of recurrent pain in the right upper abdominal 
quadrant, particularly in patients who have had a previous cholecystectomy. 
There is clinical evidence that long-standing partial obstruction at the am- 
pulla may lead to stone formation in the common duct. Whether the obstruc- 
tion is due to chronic spasm or to an actual fibrosis, prompt and continued 
relief of pain has followed transduodenal sphincterotomy in these patients. 

Although surgeons now realize that exploration of the common duct is 
incomplete unless one rules out obstruction at the ampulla of Vater, we 
now have a diagnostic aid whereby we may be forewarned of this possibility. 
Intravenous cholangiography will not only reveal stones which may have 
been left in the common duct, in the cystic duct stump or in remnants 
of the gallbladder, but will often reveal partial obstruction of the common 
duct due to stenosis of the sphincter of Oddi. Evidence of obstruction may 
be obtained from the varying concentration of the dye in the duct as well as 
from actual dilatation. When the common duct fails to visualize with intra- 
venous cholangiography it is usually in patients who are jaundiced or have 
severe liver damage, in whom there is little doubt about the need for 
re-operation. 

THE PANCREAS 

Doubilet and Mulholland continue to report good results following 
sphincterotomy in the treatment of chronic or recurrent pancreatitis. 
Whether this condition is always due to spasm of the sphincter of Oddi is 
questionable, but the fact remains that many of these patients have been 
relieved of symptoms by sphincterotomy. Others, particularly those patients 
with blockage of the pancreatic duct within the head of the pancreas, will 
require exploration and dilatation of the duct of Wirsung at the time of 
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sphincterotomy. A few with extensive fibrosis and calcification will require 
partial pancreatectomy for relief of their symptoms. Many of these patients 
have been seeking relief for their recurrent attacks of pain for years, and, 
failing in this, have become addicted to morphine or pethidine. 

The results of pancreatoduodenectomy for carcinoma of the head of the 
pancreas continue to be poor. On the other hand, the results of this procedure 
for patients with carcinoma of the ampulla of Vater have been encouraging. 
Surgeons now realize that it is important to distinguish between these two 
lesions, so that patients with carcinoma of the ampulla will not be denied 
their chance of cure by radical pancreatoduodenectomy. Approximately one 
case in five with carcinoma causing obstructive jaundice will be suitable for 
resection. 

THE BREAST 

The results of simple mastectomy plus postoperative x-ray therapy for 
carcinoma of the breast have not been encouraging in the United States. 
Indeed, there has been an effort to increase the scope of radical surgery by 
including resection of the internal mammary nodes along with the usual 
radical mastectomy. It is too early to say whether this will increase the 
five-year survival rate, but there is no doubt that carcinoma of the breast, 
particularly lesions arising in the medial quadrants, often metastasizes to 
these nodes. Another approach to this problem has been to biopsy the in- 
ternal mammary nodes at the time of mastectomy and, if the nodes are 
positive, perform simple mastectomy and treat these patients with high- 
voltage x-ray therapy. 

Some types of mammary cancer are hormone-dependent tumours, and 
alteration of their hormone supply is still of value in the palliative treatment 
of inoperable or recurrent carcinoma of the breast. Cutaneous lesions may 
regress, osteolytic lesions calcify, fractures heal, pulmonary lesions decrease 
in size and pleural fluid disappear after interruption or alteration of the 
estrogen supply of these tumours. Subjective improvement may be remark- 
able, with relief of bone pain and respiratory symptoms, and a general 
increase in the patient’s sense of well-being. Following oéphorectomy in 
these hormone-dependent tumours relief of symptoms usually occurs for 
an average of eight to nine months. Since an adrenal component sustains 
and propagates the disease, adrenalectomy has been found to provide 
another eight to nine months’ relief when symptoms recur after the 
odéphorectomy. Hypophysectomy has been associated with relief of symptoms 
in a few patients for periods of up to two years, and this procedure may 
supplant both adrenalectomy and oéphorectomy. These procedures are, of 
course, merely palliative in nature. 

Although there is general agreement that castration is of value in meno- 
pausal or premenopausal women, the frequency with which these other 
procedures should be employed is a matter of opinion. Hypophysectomy is 
still in the experimental stage, and adrenalectomy involves serious problems 
in replacement therapy. Many surgeons prefer to treat these patients with 
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androgens or cestrogens and to give deep x-ray therapy whenever feasible. 
It should be pointed out, however, that the principle of palliative surgery 
in the treatment of carcinoma is a sound one. All too often in dealing with 
carcinoma of any organ we are faced with patients whom we cannot cure. 
We must be content with a palliative procedure designed to relieve symptoms 
and to make their remaining time more comfortable. As Ogilvie has well 
expressed it, ‘to make life more tolerable while it lasts, and the ending more 
serene when it comes’. 
THE UTERUS 

Increasing experience with the study of Papanicolaou smears from the 
vaginal vault has shown it to be a valuable aid in the diagnosis of early 
carcinoma of the cervix. Clinical evidence indicates that, in some patients 
at least, carcinoma in situ eventually becomes invasive carcinoma of the 
cervix. Since this lesion is microscopic in size it can best be detected by the 
routine vaginal smear. Hysterectomy at this stage effects a complete cure. 

Sufficient time has now elapsed to demonstrate that radical surgery plus 
dissection of pelvic lymph nodes will give five-year survival rates comparable 
to the best figures from radiation therapy in stage 1 and stage 2 carcinoma of 
the cervix. If cytological studies, now in progress, can provide us with a 
means of detecting those tumours that would prove resistant to radiation 
therapy, many more patients with carcinoma of the cervix will be treated by 
radical surgery in the future. 

The fact that carcinoma of the cervix, when it recurs following x-ray and 
radium therapy, often remains confined to the pelvis has led to the employ- 
ment of ‘ultraradical surgery’ in an effort to cure some of these patients. 
Pelvic exenteration, as it has been called, usually means the removal of the 
rectum and the bladder along with a complete dissection of the entire pelvis. 
A small number of patients has apparently been cured of recurrent carcinoma 
of the cervix by this procedure. These patients had received the limit of 
radiation therapy. The operation is associated with a high morbidity and 
mortality rate. In some cases, in an effort to overcome some of the objections 
to the implantation of the ureters into the colon, particularly when a 
colostomy is present, an ileal bladder has been constructed. A segment of 
terminal ileum is isolated, one end is closed and the other exteriorized as 
an ileostomy. The ureters are then anastomosed to this segment of bowel 
and continuity of the small bowel is restored by an end-to-end anastomosis. 
Although this avoids many of the complications associated with a ‘wet 
colostomy’ it adds considerably to the length of an already extensive operative 
procedure. Another approach to this problem has been to establish a trans- 
verse colostomy and to implant the ureters into the defunctionalized sigmoid 
colon. It is debatable whether one is justified in submitting a large number 
of patients to pelvic exenteration for what admittedly is a small chance 
of cure. 

THE LUNGS 
The development of antibiotics effective against M. tuberculosis has greatly 
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accelerated the trend towards the direct surgical attack on pulmonary 
tuberculosis. The resection of hopelessly diseased segments of the lung has 
largely replaced indirect treatment such as thoracoplasty or pneumolysis. 
The ability to carry out plastic procedures on the bronchus has permitted 
the preservation of healthy lung tissue in the treatment of lung injuries, 
bronchial stenosis and following the excision of mural bronchial adenomas. 

Lobectomy and pneumonectomy continue to be employed for localized 
cancer of the lung with discouraging results, although 5 to 8 per cent. of 
patients remain free of disease for five years or more. Improvement must 
come from preventive measures or mass x-ray screening to discover asymp- 
tomatic cancer of the lung. 

THE KIDNEYS 
It has been found that Wilms’ tumours of the kidney are most easily 
detected by careful palpation of the abdomen during the first few days of 
life. Later, they are less likely to be palpable until they have developed to 
an extent where they may be incurable. Resection at this time has been 
associated with a greatly improved five-year salvage rate for this highly 
malignant tumour. 

It is now eighteen months since the successful transplantation of a 
human kidney from one identical twin to another was carried out in Boston 
by Harrison and his associates. The recipient now shows normal renal 
function despite the removal of both diseased kidneys. At present, kidney 
transplantation has been successful only when applied to identical twins. 
We now know, however, that the operative procedure is technically feasible. 
On this occasion, the operation was successful despite the fact that the 
healthy kidney was totally ischemic for eighty-twe minutes. 


INTRACRANIAL ANEURYSMS 
These small congenital vascular lesions are now recognized as a major cause 
of death from subarachnoid hemorrhage. The victim is often at the very 
peak of his productive life. These lesions can now be localized by arterio- 
graphy and can often be controlled by the direct application of a clip at the 
neck of the aneurysm. When the aneurysm is so located that a direct 
exposure is hazardous it may be treated by ligation of the internal carotid 
artery or by the creation of an arterial trap. The trap is formed by occlusion 
of the intracranial portion of the carotid artery beyond the aneurysm in 
addition to the carotid ligation in the neck. Recent improvements in the 
technique of carotid artery ligation have greatly increased the safety of this 
procedure. 

THE FUTURE 

With the beginning of operative procedures upon the open heart, it might 
seem that surgery has reached the last frontier, and that significant advances 
in the future are unlikely. This would be a dangerous assumption and, 
undoubtedly, a wrong one. So long as surgeons are curious about the 
unsolved problems relating to human illness, so long as they remain dis- 
satisfied with present methods of treatment, surgery will continue to advance. 
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THE maternity and child welfare schemes which were introduced in the 
United Kingdom after the 1914-18 War are now beginning to pay off 
handsomely and the steady, though all too slow, increase in the number of 
hospital beds for maternity work is also contributing to the general improve- 
ment in maternal and feetal mortality. The obvious and direct advances in 
treatment, such as the extended use of blood transfusion, the readier 
employment of Czsarean section, and the efficacy, at least for the time 
being, of the antibiotics against the majority of pathogenic organisms are 
only a part of the remarkable story of the advances of the second quarter 
of this century. Without the administrative improvements already referred 
to their effects would have been less impressive. It seems a pity therefore 
that when reviews are made of the present position one of the most important 
of all benefits to obstetrics is hardly ever mentioned: namely, the growth, 
both in number and in quality, of the hospital-registrar class of practitioner : 
men who, under the present conditions of the National Health Service, 
form the backbone of hospital midwifery. As a class they are old enough to 
be good at their job, but not old enough to be bad, and before proceeding 
with this article I consider it my bounden duty to acknowledge this often 
overlooked boon, intentional or otherwise, of the present Health Service. 

Maternal mortality continues to fall and, in Scotland for example, the 
rate is now 0.7 per 1000 live births. Analysis by Douglas (1955) shows that 
the biggest drop occurred between 1942 and 1952, and the stillbirth rate 
has likewise fallen, from 42 per 1000 births in 1939 to 26 per 1000 in 1952. 
Douglas noted in respect of stillbirths that social grade is even more 
important than maternal age and parity. Nevertheless, the improvement in 
the perinatal mortality rate does not match the falling infant mortality rate 
since more babies die within the first six days of life than in the rest of the 
first year. In 1955, the neonatal mortality rate in England and Wales, 
however, was 17.3 per 1000 related live births: a record. 


ANASTHETIC HAZARDS 
One of the prominent hazards of modern obstetrics is modern anzsthesia. 
Parker (1956) has shown that, in Birmingham, aspiration of vomitus has 
accounted for 4 per cent. of maternal mortality in recent years. These deaths 
are naturally to be regarded as avoidable disasters although there is no 
general agreement on the method of prevention. Induction of anzsthesia 
in the lateral position, rather than in the dorsal position, the pre-anzsthetic 
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passage of a stomach tube, the use of obstetric beds which can be rapidly 
tilted to the head-down position, and a variety of anesthetic agents to secure 
smooth and rapid induction past the vomiting stage, all have their advocates. 
Coleman and Day (1956) go so far as to recommend the use of a cuffed 
endotracheal tube, which certainly makes anesthesia safe after it has been 
introduced and before it is withdrawn, but the chief danger usually lies 
outside these two limits. The suggested use of a muscle relaxant to facilitate 
intubation is considered by most as extremely dangerous in cases with full 
stomachs, as, under its influence, passive reflux may occur copiously, and 
I have myself seen a patient very rapidly drowned thereby before intubation 
or the Trendelenburg position could save her. It is small wonder therefore 
that there are so many advocates of local infiltration anesthesia for all 
simpler operative obstetrical procedures. 

Another approach to this problem is that of Holmes (1956) who recom- 
mends the injection of apomorphine hydrochloride. One ampoule of this 
drug, containing 1/20 grain (3 mg.), is diluted with 10 ml. of sterile distilled 
water. This is then given intravenously very-slowly over a minute or more 
until vomiting is induced. This usually occurs long before the full dose has 
been given. In 35 cases the treatment was found to be most successful and 
the vomiting and nausea ceased within a few minutes. Following this, 
Holmes recommends that atropine sulphate, 1/50 grain (1.2 mg.), be given 
slowly intravenously. The latter not only antagonizes any residual vagal 
effects of the apomorphine but also serves to premedicate the patient for 
her anesthetic. It is suggested that the anesthetic should be given within 
the ensuing fifteen minutes before the stomach can start to refill from 
regurgitation through the pylorus. In this small series no adverse effects 
were noted on the fcetus, and the treatment would certainly seem to be less 
cruel than the use of a full stomach washout which is the only other safe 
alternative. 

IMMINENT ECLAMPSIA 

It is important at all costs to stave off the onset of convulsions, since even 
one fit may be fatal. Kellar (1955) noted that in a series of 40 eclamptic 
deaths there was a history of no more than one fit in 14 cases. He points 
out that, although intensive sedation may serve for the time being, the case 
nevertheless remains an urgent obstetric problem until delivered. Unfor- 
tunately, it is often in the fulminating case of less than 36 weeks’ gestation 
that the results of induction of labour are unsatisfactory and Cesarean 
section may result in neonatal death from atelectasis. It is mainly in these 
cases that hypotensive drugs are indicated in the hope of achieving a greater 
maturity. 

Hypotensive drugs in pregnancy should have the following properties: 

(1) The safety margin should be wide. 

(2) They should have a predictable and rapid effect in lowering the blood pressure. 

(3) They should simultaneously improve the blood flow to brain, kidneys and 


choriodecidual space. This is where some of them fail. 
(4) They should have no toxic effects upon the baby. 
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The ideal drug is yet to be found. Of the ganglionic blocking agents, 
hexamethonium, for example, lowers renal blood flow and produces un- 
desirable side-effects such as dizziness and bowel atony, together with visual 
disturbances, but, perhaps most serious of all, there is the danger of neonatal 
ileus should the child be born having recently absorbed the drug, as is 
likely unless it was discontinued some days before delivery. The veratrum 
compounds cause peripheral vasodilatation and cardiac slowing, and renal 
blood flow is unfortunately reduced. Kellar considers that protoveratrine is 
perhaps the most useful single alkaloid in this group and is the least likely 
to produce vomiting. In the experience of most of us, resistance to these 
drugs begins to develop after several days and prolonged control of hyper- 
tension in pregnancy is not usually possible. A breathing space may, how- 
ever, be provided. Hydrallazine hydrochloride increases the renal blood 
flow but is less certain in its effect upon the blood pressure, and side-effects 
are obtrusive, particularly headache. 

Increases in blood pressure are, of course, effects rather than causes of 
pre-eclampsia, and one can hardly be surprised therefore that treatment 
along these lines has been disappointing. As Kellar suggests, it is doubtful 
if a precarious extra week or so thus gained is worth the trouble and risk. 
The baby is unlikely to benefit much from a prolonged sojourn in such an 
unhealthy environment. 


AFIBRINOGENAMIA 

Further experience has been accumulated on the treatment of this con- 
dition. In any case in which hemorrhage continues in the absence of an 
adequate mechanical explanation it should be the first consideration. In 
particular, three conditions are associated with this type of clotting defect: 
abruptio placente, amniotic fluid embolism, and certain cases of retained 
intra-uterine dead foetus. The theory is that thromboplastins are liberated 
into the maternal circulation and produce intravascular clotting, thereby 
using up the available supplies of fibrinogen which the liver cannot replace 
sufficiently rapidly. Where liver function is already undermined, the manu- 
facture of fibrinogen may also be reduced. 

The blood of a patient in this condition may take more than ten minutes 
to clot, whilst any clot formed liquefies quickly on incubation. This simple, 
clinical observation may have to be acted on, since laboratory tests take many 
hours to complete and the condition is too urgent to brook delay in treatment. 
I recently observed a case which continued to bleed in spite of a reasonably 
well retracted uterus following delivery after a severe concealed accidental 
hzmorrhage. Seventeen pints (g litres) of blood in all were necessary together 
with four of concentrated plasma, using three transfusion sites simul- 
taneously. It was the concentrated plasma which saved the day. When the 
level of fibrinogen falls below 100 mg. per 100 ml. of blood, clotting is 
unlikely to occur and the treatment is to inject between two and six grammes 
of fibrinogen intravenously, together with a transfusion of whole blood. 
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Alternatively, quadruple-strength plasma may be more readily available 
since it can be dispensed on the spot. 


ANURIA 
Bull’s treatment of this condition, which has revolutionized the prognosis 
in low-nephron nephrosis, has recently been modified. Although his intra- 
gastric drip and the control of fluid and electrolyte balances have been so 
successful, it not infrequently happens that severe vomiting complicates the 
issue. In these cases a good alternative is to insert a ‘polythene’ cannula into 
either the superior or inferior vena cava, as described by Russell et ai. 
(1954). A 40 or 50 per cent. solution of glucose is thereby administered 
directly into the vena cava where the volume of blood flow at the point of the 
catheter is sufficiently great to prevent thrombosis, which would surely 
occur in a smaller vessel. A daily intake of about 1,600 calories is thus 
readily achieved. It is essential that the drip, although very slow, be kept 
constantly running in order to prevent any reflux of blood up the catheter, 
which favours blockage from clot, and with care one such catheter can be 
kept going for well over a week. In a recent case of ours there was sup- 
pression of urine for seventeen days and one catheter served throughout, 
the patient finally making a satisfactory recovery. Adjuncts to this treatment 
include insulin during the stage of hyperkalemia to encourage the transfer 
of potassium ions within the cell together with the glycogen formed. Peni- 
cillin is the antibiotic of choice to control infection: most of the other anti- 
biotics accumulate in the blood because of the renal failure. To maintain the 
patency of the vessels, 15,000 units of heparin a day are added to the 
glucose drip. 
IRON-DEFICIENCY ANAEMIA 

Preparations of saccharated iron oxide for intravenous administration are 
now tending to give place to solutions suitable for intramuscular injection, 
such as dextran iron solution. There would appear to be fewer reactions, 
veins can be spared to serve at a later date and the very real risk of peri- 
venous leakage in intravenous treatment is eliminated. The maximum 
hzmoglobin response usually appears within four to nine weeks, so it is 
desirable to have at least a month available for treatment before delivery. 


POST-PARTUM H#MORRHAGE 
The old prejudices against the use of oxytocic drugs before the delivery 
of the placenta have surely disappeared at last. The fear of hour-glass 
retention of the placenta was much exaggerated and this complication was 
usually due to associated attempts at expression of the placenta. Many 
reports, such as those of Martin and Dumoulin (1953), draw attention to 
the value of intravenous ergometrine in lowering both the post-partum 
haemorrhage rate and the size of individual hemorrhages, but unfortunately, 
in the absence of a doctor, midwives confronted with a rapid and serious 
hzmorrhage have to employ the intramuscular route, which may delay 
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effective response for a few minutes. Kimbell (1954) described the use of 
intramuscular ergometrine given with hyaluronidase in over 1,700 cases at 
the moment of crowning of the head, and compared the results in the third 
stage of labour with about 700 controls. He found that the manual removal 
rate was not increased and that the post-partum hemorrhage rate was nine 
times as high in the controls as in the treated cases. He noted, however, that 
placental retention may develop if the drug is given too late: for example, 
after the child’s body has been expelled from the uterus. It would appear 
that the absorption of the drug, thanks to the hyaluronidase, is almost as 
rapid as can be achieved by direct intravenous injection. 


FETAL HH#MORRHAGE IN PLACENTA PRAVIA 

Since the classical operation is now thoroughly discredited, and rightly so, 
Czsarean section for placenta previa is usually of the lower-segment variety. 
Butler and Martin (1954), however, have drawn attention to five cases of 
neonatal anemia all of which occurred in babies whose placenta had been 
incised in the course of lower-segment Cesarean section for placenta praevia. 
They consider that the placenta, when previa, is likely to present in about 
30 per cent. of lower-segment incisions in the uterus. Neligan and Russell 
(1954) likewise encountered the placenta in the lower-segment incision in 
20 out of 45 cases of placenta praevia and advised that, so far as possible, 
the surgeon should avoid damaging the placenta by working round it rather 
than cutting or tearing through it; and also that the umbilical cord should 
be clamped as soon as possible in order to minimize feetal blood loss in 
these cases. When the possibility of this complication exists, repeated 
hzmoglobin estimations should be made, and a drop of 20 per cent. in the 
baby’s hemoglobin level within the first few hours of life should be regarded 
as significant. There should be no hesitation in transfusing a baby if the 
hzmoglobin level falls as low as go per cent. 


VITAMIN K AND KERNICTERUS 
The plasma bilirubin level in premature babies has been observed by Bound 
and Telfer (1956) to be greatly raised on the fifth day of life after treatment 
at birth with vitamin K analogues. In fact, dangerously high levels were 
noted after large doses (e.g. 30 mg.) had been given. Two out of 55 babies 
so dosed died of kernicterus. It would appear that an injection of 0.5 to 
1 mg. of vitamin K is quite sufficient to protect a premature infant, if 
indeed he needs protection, against the risks of hypoprothrombinzmia. 
Unfortunately, it is the practice in many units to administer vitamin K on 
a somewhat empirical basis. Professor Capon and the other members of the 
standing committee of the British Paediatric Association on prematurity 
have considered the matter of sufficient importance to make it the subject 
of a letter to the profession (Capon et al., 1956) warning against the inju- 
dicious use of this drug. As Schlesinger (1956) in a letter of endorsement 
remarks, “This matter brings to mind other relatively new diseases such as 
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retrolental fibroplasia due to the injudicious use of oxygen in premature 
babies and so-called ‘idiopathic’ hypercalcemia resulting from excessive 
prophylaxis against rickets in the manufacture of infant foods’. 


CORTISONE AND CLEFT PALATE 
While in this vein it is worth noting an interesting report of another type of 
disaster due to treatment rather than disease. Harris and Ross (1956) have 
described a case of cleft palate in a baby whose mother was treated with 
cortisone in early pregnancy and they have drawn attention to the experi- 
mental production of cleft palate in mice by treating the mothers during 
early pregnancy with this drug. Ever since Gregg drew attention to the 
association between rubella in the first trimester and congenital cataract, an 
increasing awareness of environmental factors as a cause of foetal abnor- 
mality has been aroused. This is an ecouraging thought and further observa- 
tions along these lines may help to dispel the prevailing gloom that the 
majority of foetal malformations are due to genetic faults and are therefore 
not preventable. 
CARCINOMA OF THE CERVIX 

Arguments continue with unabated vigour about the best treatment for this 
disease, not so much whether radium alone, or surgery alone, is the treatment 
of choice, but about the possible benefits of combined treatment and the 
different criteria for selection. Kottmeier (1955) has given a full exposition 
of the role of radiotherapy and pointed out that both methods and results 
have improved almost out of recognition in the last fifteen years. The assess- 
ment of the case nowadays depends not only upon clinical examination but 
upon cystoscopy, urography and often upon phlebography in order to 
determine the presence of affected lymph nodes. He lays great stress upon 
fractionated, intracavitary treatment, varied to meet the needs of each case. 

Methods of dosage calculation and regulation are nowadays also far less 
empirical, and adjuvants to treatment are the interstitial application of 
radioactive gold in the parametrium in selected cases and the use of tele- 
cobalt in certain cases of node involvement. Radiation injuries to bladder 
and rectum each amount to an incidence of around 1 per cent. This is very 
much lower than can be achieved by even the most fortunate radical surgery. 

Kottmeier, in one of his tables, shows a five-year relative apparent 
recovery rate of nearly go per cent. in stage I cases and 52.8 per cent. in 
stage II, i.e. in cases treated in 1949 and 1950. He does not regard salpingitis 
as a contraindication to radium treatment but recommends that the adnexa 
be removed first and radium treatment be given about one week later. The 
old argument that radiotherapy fails to deal with affected lymph nodes on 
the side wall of the pelvis does not weaken the case for radiotherapy since 
Kottmeier has shown that results in such cases are at least as good as with 
surgical treatment, or perhaps it would be better to say at least as bad. Nor 
does he think that preoperative irradiation followed by Wertheim’s hyster- 
ectomy or the Schauta operation gives any better results than radiotherapy 


206 THE PRACTITIONER 








ADVANCES IN OBSTETRICS 395 


alone, and certainly the fistula rate is likely to be higher from combined 
treatment. Surgical results in the best hands are not likely to get much 
better, but radiotherapeutic technique continues to advance. In this country 
there are now many variations, the Manchester technique being particu- 
larly widely employed, and the traditional three-dose Stockholm scheme has 
largely given place to two doses. 

Nowadays increasing importance is attached to protecting the rectum 
from excessive dosage. To achieve this the radium is commonly applied 
with the anzsthetized patient in the genupectoral position in order to 
encourage the optimum positioning of the vaginal radium. The rectum is 
then tested with a scintillometer dosemeter to avoid the risk of radium 
proctitis, or worse. X-rays are taken of the radium im situ in order that 
accurate calculations and adjustments of dosage may be made. It tends to 
happen therefore that the larger the clinic, the better the results and this is 
one of the great arguments for the centralization of this type of treatment. 


ILEOCUTANEOUS URETEROSTOMY (ILEAL BLADDER) 
Pelvic exenteration, whether of the anterior or complete variety, for malig- 
nant disease, has posed its biggest problems in connexion with the disposal 
of the patient’s urine. Ureterocolic anastomosis as involved in the anterior 
operation can be very discouraging in the long run because of postoperative 
hyperchloremic acidosis, recurrent ascending urinary infection and ultimate 
renal destruction. The wet colostomy resulting from the operation of total 
exenteration is enough to daunt all but the most psychiatrically stable 
patients. The creation of an ileal bladder provides a hopeful alternative. 

Excellent accounts of this operation are given by Pyrah and Raper (1955), 
Annis et al. (1954) and Bicker (1952). The ureters are implanted into an 
isolated loop of ileum which has been taken out of the intestinal circuit 
complete with its mesentery and blood supply. One end of the ileal loop is 
brought out through the abdominal wall at a point between the umbilicus 
and the right anterior superior iliac spine, in order that a Rutzen bag or 
some such collecting device can be fitted over it. This arrangement is com- 
patible with the existence of a colostomy on the left side at the same time. 
The patient’s kidneys are likely to continue a safer existence in the absence 
of fecal infection, as compared with ureterocolic anastomosis; further- 
more the ileal loop empties with greater ease and rapidity than the large 
bowel, so that there is less reabsorption of urinary constituents. The opera- 
tion is obviously one of considerable magnitude but, considering the des- 
perate alternatives, it is likely that increasing use will be made of it. 


MONILIASIS 
The frequency of vaginal infection with Candida albicans is being in- 
creasingly recognized as a cause of vaginal discharge and pruritus vulve. In 
addition to the usual measures these patients should always be investigated 
for glycosuria. In the proven case the traditional treatment with aqueous 
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gentian violet is thoroughly depressing to the patient because her 
clothing and bed linen become irreparably stained with its dismal colour. 

Many proprietary fungicidal preparations, though often effective, are 
sometimes responsible for unpleasant reactions which may be worse than 
the original disease. A new preparation, however, has just appeared which 
seems to be in a different category, namely, ‘nystatin’. An account has been 
given by Stewart (1956) of its use in patients with oral and pharyngeal 
thrush and in post-antibiotic pulmonary mycotic infections, and Childs 
(1956) has described its use in cases of pneumonia also infected with Candida 
albicans. Vaginal tablets of this substance have now been prepared for 
genital infections and in our own unit an encouraging trial is under way 
(Barr, 1956). In many cases the benefit is dramatic and the patients are 
spared the miseries attendant upon gentian violet treatment. 


ORAL TREATMENT OF TRICHOMONAS VAGINITIS 
Because of the well-known tendency of trichomonas infections to relapse, 
either from reinfection in sexual intercourse from the male partner or from 
the recrudescence of infection hidden in sites inaccessible to local vaginal 
therapy, the idea of eliminating the parasite by systemic therapy is particularly 
attractive. To this end tablets of aminitrozole for simultaneous oral medica- 
tion of both husband and wife are now available. The recommended dose is 
usually 100 mg. by mouth three times a day for ten days. Plentl et al. (1956) 
have reported upon this drug in 125 patients, of whom 35 per cent. were 
freed of the parasites after one course and 67 per cent. became symptom 
free. They noted that excessive dosage produced anorexia, nausea, abdominal 
cramp and dark discoloration of urine. Nevertheless this line of treatment 
and further developments thereof are full of promise for ridding gynecology 
of one of its most persistent scourges. 
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ADVANCES IN PADIATRICS 
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WHILsT the introduction, and ever-expanding, but not always discriminate, 
employment of powerful and wider and wider ranging antibiotics is begin- 
ning to produce problems in the form of iatrogenic diseases, infections 
which less than a decade ago were the major focus of attention in pediatric 
practice have largely come under control. In consequence, time and newer 
techniques have been made available to study in greater detail diseases and 
disorders of non-bacterial origin and notable advances in this field are being 
made. For example, new knowledge regarding the etiology, diagnosis and 
treatment of nutritional and metabolic diseases is steadily and rapidly 
emerging. 

MARASMUS 
Chronic infantile malnutrition, generally called marasmus, can no longer be 
accepted as a disease sui generis, or secondary to an infection, or simply a 
consequence of ignorance or neglect of common-sense dietetic procedures 
on the part of the mother, but may be due to faulty instructions or to an 
inborn or acquired metabolic or other error. 

Under-feeding.—Hytten and MacQueen (1954), appreciating that many 
infants in Aberdeen fed on milk mixtures recommended by child welfare 
clinics were not thriving, decided to investigate the composition of such 
mixtures. Samples of milk mixtures were collected by health visitors from 
homes where a baby less than three months of age was being fed entirely 
on a milk mixture, and in no instance was a feed specially prepared. Of the 
100 samples collected, 73 had been prepared from National dried milk, 
23 from cow’s whole milk, and the remaining four from proprietary dried 
milks. All these samples were then analysed for their fat, carbohydrate and 
protein content and the daily intake of calories calculated from the stated 
number of feeds and their reputed size. Analyses of the figures thus obtained 
demonstrated that 69 out of the 100 infants were receiving less than their 
theoretical daily requirements of 120 calories per kg. of ‘expected’ body 
weight and 49 were receiving less than 100. The more competent mothers 
tended to make feeds more nearly according to instructions but the mothers 
who prepare the feeds are not primarily at fault. Two highly significant 
facts emerge from this illuminating investigation: (1) the babies on the 
higher calorie intakes gained more weight and were healthier than those on 
the lower calorie intakes, and (2) there were no digestive disturbances or 
illnesses associated with the exceptionally high calorie intakes. In other 
words, the dangers of overfeeding a healthy baby are almost non-existent 
and there is every probability that even today in this country there is a 
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large number of babies who are being underfed and thus having their 
nutritional progress and general well-being seriously impaired. 

Galactosemia.—Infants suffering from this metabolic defect appear 
healthy at birth but evidences of failure to thrive soon make their appearance. 
Irritability, vomiting, jaundice and hepato-splenomegaly develop, together 
with loss of weight and increased susceptibility to infections. If the child 
survives, cataracts and severe mental impairment are sequelz. Clinically 
these infants are marasmic and dehydrated with persistent jaundice first 
developing within a week or two of birth. The key to the diagnosis rests on 
an examination of the urine. This will reveal the presence of a reducing 
substance, albuminuria and casts, but acetonuria is unusual. For diagnostic 
purposes it is essential to establish that this reducing substance is galactose: 
this is best confirmed by paper chromatography. The level of galactose 
in the blood is persistently high. The basic defect from which these infants 
suffer is an inability to metabolize galactose. The conversion of lactose to 
galactose proceeds normally but, owing to an absence or deficiency of the 
enzymes concerned, galactose cannot be converted to glucose. The resultant 
accumulation of galactose in the body exercises a toxic influence on the 
liver and at a later date the cerebral and other tissues. Holzel and Komrower 
(1955) have studied the genetics of this disease and have reached the con- 
clusion that abnormal galactose tolerance without clinical manifestations is 
inherited as a heterozygous character, whilst clinical galactosemia may be 
transmitted as a homozygous recessive gene. 

Early diagnosis is vitally important as the response to the appropriate 
treatment, if introduced before irreversible pathological changes have 
developed, is very gratifying. The essential point in treatment is the exclusion 
of lactose (milk sugar) from the baby’s diet. Until recently a lactose-free 
milk substitute was not available in this country, but now that such a 
preparation is to hand the treatment of these infants has become much 
simplified. Dietary management, of course, becomes les§ troublesome when 
the child reaches an age for mixed feeding but it must be remembered that 
all foods made from, or containing, milk—e.g. butter—must still be ex- 
cluded. Experience is teaching that, provided treatment is started early in 
life and persisted in, these children may develop in a normal fashion, both 
physically and mentally. How long the lactose-free diet must be continued 
has yet to be determined. 

Infantile renal acidosis is another disease that may present with marasmus 
as its outstanding clinical feature. Such infants usually make satisfactory 
nutritional progress for the first few months of life. Then gradually anorexia, 
vomiting, constipation and loss of weight make their appearance. The cause 
of the disease is a disturbance of renal function and one gets the anomalous 
findings of an acidotic infant passing an alkaline urine. It would appear 
that the basic defect is a failure of the renal tubules to conserve bicarbonate 
(Latner and Burnard, 1950). Diagnosis depends upon biochemical analyses, 
and the aim of treatment is the correction of the acidosis. Sodium citrate 
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and sodium bicarbonate are the drugs of choice. The recommended initial 
daily dose is 2 to 4 g. of sodium citrate and 6 g. of sodium bicarbonate. In 
both instances the correct dose for the particular patient will depend upon 
repeated biochemical assessments. Rapid improvement usually follows, the 
weight increases and the baby becomes happy and contented. In most 
instances the renal impairment is only temporary and by the age of two 
years, or before, treatment can be abandoned, and thereafter these children 
thrive normally. 

Hypercalcemia with failure to thrive is, as the name suggests, a marasmic 
state associated with a pathological elevation of the serum calcium. Clinically, 
such cases may be indistinguishable from renal acidosis. Here, however, 
the disorder is one of calcium metabolism. These infants are usually healthy 
at birth and evidence of failure to thrive only develops after a month or two 
and may be delayed until the age of six months or more. The clinical features 
are vomiting and constipation. Dehydration is not usually in evidence and 
the infant may appear surprisingly happy and contented in spite of the poor 
nutritional state (Creery, 1953). 

In most reported cases the babies have been fed on cow’s milk—which 
has a calcium content three to four times that of breast milk—and, in 
addition, their vitamin D intake has been appreciably more than is generally 
considered adequate (Creery and Neill, 1954; Schlesinger et al., 1956). 
Unfortunately, nowadays there is a tendency in some quarters to increase 
the vitamin intake of any baby not doing well for any reason, with complete 
disregard of what its previous dosage has been. In the light of clinical 
experience with these babies a more cautious and realistic approach to 
vitamin intake is necessary. In so far as vitamin D is concerned, overdosage 
can be just as detrimental to the welfare of the baby as an insufficient amount. 
It must be noted, however, that not all the babies found to be suffering 
from hypercalcemia have been given an excessive dose of vitamin D. In 
such instances it has been postulated that the disorder may be due to an 
abnormal sensitivity to vitamin D or to a disturbance of cholesterol 
metabolism (Forfar et al., 1956). 

For prophylactic purposes during the first year of life, 400 to 800 inter- 
national units of vitamin D are fully adequate. National cod-liver oil 
contains 700 to 800 i.u. per 60 minims (4 ml.) and reconstituted National 
dried milk about 35 i.u. per fluid ounce (28.5 ml.). Thus, a baby of, say, 
12 pounds (5.5 kg.) weight being fed on National dried milk and receiving 
a teaspoonful of cod-liver oil daily will be having a total of approximately 
1,800 i.u. of vitamin D. This is indeed more than adequate, and serves to 
demonstrate how easy it is to run, quite unconsciously, into the hazards of 
hypervitaminosis. 

AGAMMAGLOBULINAMIA 
During the last few years records have been accumulating of a number of 
children very susceptible to recurring infections who have no gamma 
globulins in their sera. Thus they are unable to form antibodies against 
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various bacterial infections and cannot be immunized against diphtheria or 
typhoid, but respond normally to vaccination and other virus infections. 
During an infection these infants show the usual response to antibiotic 
therapy and this may explain why this disease escaped recognition in the 
pre-antibiotic era. The basic defect in these patients appears to be an 
inadequate synthesis of gamma globulin, but it has not yet been determined 
whether this is a congenital or acquired defect. The only clinical abnormality 
they present is repeated and constantly recurring infections, particularly 
perhaps of the respiratory tract. Routine antibiotic therapy will suffice 
for an individual infection but, as gamma globulin formation is absent, if 
recurrent infections are to be prevented gamma globulin must be provided 
by injections. Intramuscular injections of pooled gamma globulin once 
monthly will usually keep the patient free from infection (Hayles et al., 1954). 


INFANTILE GASTROENTERITIS 

During the last half-century views on the etiology and bacteriology of 
epidemic infantile gastroenteritis have been numerous and widely divergent. 
Even today opinions fluctuate concerning the relative significance of in- 
testinal infections as opposed to infections elsewhere in the body. Within 
recent years evidence has been accumulating that certain strains of E. coli 
are pathogenic to infants. This aspect has been studied in particular by 
Smith (1955), Taylor (1951) and Rogers (1951) and the relationship between 
certain specific types of E. coli and epidemic gastroenteritis would seem to 
have been established. An infant suffering from diarrhea due to one of 
these types of E. coli excretes vast numbers of the organism and his environ- 
ment soon becomes heavily contaminated. Hence the dangers of cross- 
infection in an infants’ ward can be real and devastating. Attempts to control 
such epidemics are extremely difficult and avoidance is therefore important. 
Segregation of all infants suffering from diarrhea or vomiting, and screening 
of their stools for these specific E. coli, are of great importance in the preven- 
tion of spread of the disease. In treatment, symptomatic measures, the cor- 
rection of dehydration and electrolytic imbalance still have first place. 
Antibiotics may be helpful in reducing the period of infectivity but do not 
appear to shorten the duration of the disease. 

Staphylococcal enteritis—Severe and fatal cases of diarrhea due to 
staphylococci resistant to most if not all of the antibiotics are being reported. 
In most instances, these patients have been receiving antibiotic therapy for 
prophylactic or therapeutic reasons, and in particular tetracycline. Cases, 
however, have also been reported following most, if not all, of the other 
antibiotics in common use (Fowler, 1955). It would appear that such drugs, 
by sterilizing the alimentary tract of their normal flora, promote the emer- 
gence of resistant staphylococci. Early recognition of this dangerous infection 
is most important as immediate abandonment of the incriminating antibiotic 
can save life. In the present state of knowledge erythromycin is the best 
available antibiotic in the treatment of these cases as it suppresses the 
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staphylococcus and enables E. coli to return. The recommended dose is 
100 mg. for an infant and 200 mg. for a child, six-hourly (Binns, 1956). 
Alternatively, neomycin may be tried, but given parenterally it has dangerous 
nephrotoxic actions and must be used for a few days only; on the other 
hand, when administered orally, there is little absorption and, if the infection 
has become blood borne, neomycin given by this route would be valueless. 


THRUSH 

There is reliable evidence that Candida albicans is a normal inhabitant of 
the mouth in 10 per cent. or more of healthy infants. Stomatitis due to this 
fungus has long been recognized as common in infants debilitated or 
marasmic from any cause. In severe cases, moreover, thrush may spread to 
involve the esophagus, and diarrhoea occurs from intestinal infection. 
Occasionally the infection may involve the lungs and a thrush septicemia 
may also arise. The standard treatment of oral thrush is the liberal applica- 
tion of 1 per cent. gentian violet two or three times a day. As an addition, 
in severe cases a teaspoonful of a 1:10,000 aqueous solution may be given 
three or four times a day and is particularly useful in thrush esophagitis. 

Since the extended use of the antibiotics and, in particular, the tetra- 
cyclines, thrush infections in infancy have shown an increased frequency 
and severity (Allen, 1952). Presumably the removal of the normal oral flora 
permits unlimited growth of monilia but there is no evidence that its 
virulence is increased. Until recently thrush esophagitis, pneumonia and 
septicemia have been resistant to treatment. Wolff and his colleagues (1955) 
have reported effective results of treatment of thrush esophagitis, compli- 
cated by pneumonia, by the intravenous injection of hydroxystilbamidine. 
The recommended dose is 5 mg. per kg. body weight twelve-hourly, best 
given by continuous intravenous drip, and continued for four to six days. 


KERNICTERUS IN PREMATURE INFANTS 
Complications due to Rh or ABO incompatibility have largely come under 
control since the general adoption of exchange blood transfusions, but 
premature babies are now being encountered suffering from kernicterus 
which is not due to hemolytic disease of the newborn. In general these 
babies manifest evidences of brain damage between the fourth and eighth 
day after birth, and a number of fatalities has been recorded. Crosse and 
her colleagues (1955) have made a detailed study of a number of these cases 
and noted that a history of anoxia and of excessive therapy with vitamin K 
was more common in babies developing kernicterus than in controls. 

The value of vitamin K (menaphthone; ‘synkavit’) in the prevention of 
hzmorrhagic disease of the newborn has been established for some consider- 
able time. Over the years, for no apparent reason there has been a trend 
towards a steadily mounting dose and today many standard pediatric text- 
books recommend daily intramuscular injections of up to 10 mg. for two or 
three days. Laurance (1955) noted that in one hospital shortly after the 
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introduction of doses of this magnitude six babies developed clinical signs 
of kernicterus and subsequently died between the ages of 6 and 13 days. 
The plasma-bilirubin levels in premature infants receiving 30 mg. of 
‘synkavit’ intramuscularly after birth have been studied by Bound and 
Telfer (1956). Their results show that the dose of ‘synkavit’ given to pre- 
mature babies after birth affects the degree of hyperbilirubinemia on the 
fifth day of life. About 40 per cent. of their infants given 30 mg. had plasma- 
bilirubin levels of 18 mg. per 100 ml. or higher and two died of kernicterus. 
Their findings further indicated that a decrease in the incidence of ker- 
nicterus of prematurity could be anticipated if such large doses of vitamin K 
were abandoned. There is now good evidence that one intramuscular 
injection of 0.5 to 1 mg. of menaphthone is fully adequate for the prevention 
of hemorrhagic disease of the newborn (Capon et al., 1956). The cause of 
the hyperbilirubinemia following large doses of vitamin K has not yet 
been explained but is thought to be associated in some way with hepatic 
immaturity. 

















CONCLUSION 
One of the pleasing features of pediatric practice is that, in general, 
diseases are pure, straightforward and uncomplicated, innate vitality is at 
its highest and the baby has not been subjected to the temptations and the 
dangers of dietary and other indiscretions that face the adult population. 
Moreover, the baby cannot cheat in his treatment, although perhaps some- 
times his parents may cheat for him. One final point: the baby cannot 
effectively lodge any protest against his treatment. Doctors must therefore 
always be very careful to protect the interests of their little patients and 
ensure that they never suffer from treatment as well as from their disease. 
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THE greatest basic advance in the treatment of dermatological conditions has 
been the-increased recognition of etiological factors and, hence, their 
removal. This knowledge has resulted from the close cooperation between 
all branches of medicine, from the increased systematic study of the patient, 
and from improved laboratory corroboration in the investigation of the 
action of many new drugs such as the steroids and the antibiotics (Downing, 
1953). 
SOME GENERAL CONSIDERATIONS 

The first sign of an untoward reaction to many of these drugs appears on the 
skin. It has been noted, for example, that a drug such as penicillin causes 
erythematous blotches, weals, and vesicles; chlortetracycline causes stoma- 
titis, perianal pruritus, and genitocrural dermatitis; the steroids change the 
physical appearance of the body, producing hypertrichosis and acneiform 
lesions. Other drugs, such as chlorpromazine hydrochloride and the sul- 
phonamides, photosensitize the skin. Occupational agents, irritants and 
sensitizers cause redness, swelling, and vesiculation of exposed parts of the 
body. When the etiological factor is discovered and withdrawn, the skin 
disturbance heals with little or no treatment. 

Whilst a systemic disease can seldom be diagnosed entirely from the skin, 
careful observation can be extremely valuable. Many a systemic disease 
produces a cutaneous change in the initial or final stage. Pruritus may be 
a clue to leukemia; petechial spots and pink, tender digital macules may 
accompany endocarditis; a change in colour of the skin can occur in liver, 
thyroid or adrenal diseases; pyoderma may suggest diabetes mellitus. The 
diagnosis of these cutaneous eruptions needs the acumen of an internist 
and the patience of an externist, and they are often relieved by treating the 
underlying condition. 

Fortunately for most physicians, including dermatologists, many cutaneous 
eruptions get well spontaneously with or without therapy. Over a period of 
many years I have seen patients—labelled by several observers after careful 
clinical and laboratory investigations as suffering from such fatal diseases 
as pemphigus or even mycosis fungoides, or from chronic non-fatal diseases 
such as an extensive psoriasis of years’ duration—eventually get well and 
remain well for years afterwards. The attending physician is certain that the 
latest medication is the answer, but later trial in the same type of case is 
often a failure (Downing, 1955). Not every acute cutaneous change needs 
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immediate drastic, or even mild, therapy. If there is little or no discomfort, 
it is much better to watch the natural evolution of the eruption, and not 
mask or irritate it with some disagreeable or disfiguring medication which 
makes it impossible to determine the correct diagnosis or to find the 
causative factor. A careful history and thorough examination may reveal 
the cause. Unfortunately, a slight eruption of the skin seems to call for 
immediate action, even though there may be no pain or itching. Advice is 
freely given by a relative, neighbour or friend. When the patient finally 
reaches the consulting room, the original eruption, as a result of over- 
treatment, is often no longer recognizable. 

Recent literature has been flooded with favourable reports on the action 
of numerous so-called miracle drugs, the result of studies dealing with some 
procedure or therapy for which no adequate controls were used. Often, 
little, if any, improvement in the natural course of the disease was noted. 
Little or no warning is given about the untoward side-effects of a new 
medicament. It is therefore a problem for the practising physician to select 
wisely the best from this maze of new drugs. As a result of advertising by 
television, radio, press, and other media, the lay public has become skin 
conscious. The layman may be excused for heeding this propaganda—but 
certainly not the physician. He should have sufficient knowledge of the 
drugs advocated by experienced dermatologists, and their indications and 
contraindications, as well as the proper methods of application. 


ANTIBIOTICS 
Careful selection of the antibiotic suitable for the infection is necessary. If 
facilities are available, sensitivity tests may help to select the most effective 
one. 

Penicillin opened a new field in the treatment of skin diseases and syphilis 
and a case of syphilis is now a rare entity in private practice. Although 
thousands of antibiotics have been isolated in the last decade, penicillin 
is still the most efficient, the least toxic, and the least expensive. When the 
tremendous amount of the drug that is administered with comparatively few 
reactions is realized, it is seen to be still the safest. With more and more 
reports of sudden, almost anaphylactic, reactions occuring from its injection, 
however, the oral route should be preferred if there is no urgency. It is highly 
sensitizing when used locally and there is therefore no justification for its 
use in minor local infections. An initial oral dose of 600,000 units of peni- 
cillin G, followed by 400,000 units every eight hours for six doses, and then 
200,000 units every eight hours, is usually sufficient for most cutaneous 
infections. 

Streptomycin is useful in cutaneous tuberculosis and is of some value in 
tularemia, granuloma inguinale, lymphogranuloma venereum, and chan- 
croid. It is of little value in sarcoidosis. It causes vestibular damage and 
deafness and may damage the liver and brain. It should never be used 
topically. 
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Chloramphenicol has been recommended in herpes zoster, especially the 
ophthalmic type, but it is of dubious value in this or any other cutaneous 
infection. It is a dangerous drug and should be used with great care. 

Chlortetracycline, oxytetracycline and tetracycline have a great similarity 
in action and effect on infections of the skin. Their antibacterial spectrum 
is broad, including even the larger viruses. Tetracycline is the most valuable 
of the group: it is the least toxic and is more effective in smaller dosage. 
In acute local pyogenic infections such as furunculosis, carbuncles, or 
rapidly spreading cystic acne, oral doses of 1 to 3 g. daily are effective. In 
severe infections an initial intravenous or intramuscular dose may be 
advisable. Eruptions of the skin about the genitocrural area and mucous 
membrane are a common untoward reaction, but they respond readily to 
local soothing therapy and vitamins. 

Erythromycin has little or no value in the treatment of cutaneous in- 
fections. It may be of occasional value in impetigo or sycosis vulgaris, but 
other drugs that are not used systemically are just as effective. Its systemic 
use in persistent staphylococcus infections of the skin resistant to penicillin 
may be indicated for a brief period. 

Up to now neomycin, bacitracin, and polymyxin, being limited in systemic 
use, have been the topical antibiotics of choice. Neomycin has the broadest 
antibacterial spectrum; it not only inhibits bacteria, it kills them. It is very 
soluble and stable in solutions and can therefore be used as a compress or an 
ointment. Although it has a low index of sensitization, it does sensitize 
occasionally, despite the fact that patch tests made on the sensitized in- 
dividual may be negative. It is effective against M. pyogenes, and is valuable 
in septic ulcers, infectious contact dermatitis and pyodermas. Polymyxin is 
effective against cutaneous infections due to Ps. @ruginosa and E. coli, 
which are rapidly increasing due to the prolonged use of antibiotics. It is 
also valuable in burns. Bacitracin is valuable for its activity against strepto- 
cocci, both hemolytic and non-hzmolytic, and for all staphylococci when 
used in solution (500 units per ml.) or in ointments (500 units per g.). It is 
valuable for impetigo contagiosa, burns, furuncles, and carbuncles. In the 
latter, it can be injected (1000 units per ml.) into the centre of the lesion. 

The use of the antibiotics has improved the treatment of stasis ulcers. 
The combination of a foam-rubber pressure dressing and enzymic débride- 
ment with bacterial control by an antibiotic seems to lessen the healing time 
of these disabling lesions. The ulcer may later be packed with sterile 
absorbable gelatin sponge, and an elastic boot put on for a week. 


CORTICOTROPHIN AND CORTISONE 
The tremendous volume of literature on these-hormones would be bewilder- 
ing except for the initial excellent reports of the original research workers. 
Their value and limitations are now fairly well recognized. They are 
powerful therapeutic agents to help the physician in relieving patients 
suffering from agonizing and often zsthetically repulsive cutaneous diseases 
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which previously resisted all treatment. 

The greatest value of these hormones lies in the treatment of the dis- 
seminated type of lupus erythematosus and the fatal disease, pemphigus. The 
dosage in the latter is now fairly well established: an intramuscular injection 
of 100 to 150 mg. of corticotrophin (the long-acting ‘Acthar gel’ may be 
used) in divided doses every six hours until there is marked improvement, 
then 200 mg. of cortisone daily, will suffice to maintain control of the disease 
in most cases. The physician should not attempt to clear all vestiges of the 
eruption. The smaller the maintenance dose, the better for the patient, 
because these steroids must be continued indefinitely. Although these drugs 
do not cure a cutaneous disease, they do interfere with its natural involution; 
its duration and discomfort are lessened. Unless administration is combined 
with conservative treatment, however, the disease is apt to recur when the 
drug is discontinued. 

In the acute inflammatory generalized eruptions of urticaria, dermatitis 
venenata, drug eruptions, and erythema multiforme, these drugs, combined 
with local therapy, shorten the course of the eruption and reduce the dis- 
comfort. A few days of treatment should be sufficient in such acute diseases. 
In chronic, non-fatal, or recurrent dermatoses, such as chronic urticaria, 
nummular eczema, exfoliative dermatitis, and persistent dermatitis of the 
hands or feet, or both, they are of little value except for temporary relief. 
The method of therapy and the type of patient should be selected with care. 
A patient suffering intensely from a prolonged pruritic atopic dermatitis 
needs support on which he or she can depend for relief, but the milder cases 
can usually be relieved with less radical therapy. These drugs may help 
infantile eczema, but they should be used only as a last resort. 

Despite favourable reports, cortisone and corticotrophin are of no value 
in dermatitis herpetiformis, alopecia areata, scleroderma, dermatomyositis, 
and poikiloderma. In scleroderma the amount of involvement of the skin 
is no indication of systemic sclerosis. If there is renal disease, then steroid 
therapy is potentially harmful. 

Hydrocortisone acetate injected locally, 35 to 725 mg. at eight- to twenty- 
day intervals, may be of value in the treatment of kelotds. 

Prednisolone and prednisone possess greater anti-inflammatory effect and 
activity than cortisone or hydrocortisone. They do not produce sodium and 
fluid retention or potassium depletion. Patients respond to very small doses 

less than 20 mg. daily. Side-reactions do occur but less frequently. Topical 
prednisolone, 0.25 and 0.5 per cent., is not as effective as 1 per cent. hydro- 
cortisone, and is apt to be irritating. 


ACNE VULGARIS 
Acne vulgaris occurs with sufficient frequency in conjunction with changes 
in the endocrine system, as at adolescence, or with tumours of the adrenal 
cortex and arrhenoblastoma, as well as during the administration of steroids, 
to postulate a relationship, but treatment as a result of these observations 
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has not been very successful. Further study in this field may be profitable. 
In addition, there are many external factors, including dirt, clothing, oils, 
and trauma, which keep the infection alive. Defective metabolism of carbo- 
hydrates and fats, plus constipation, may also play a part. The attending 
physician becomes rapidly aware of the importance of the emotional factor 
in the exacerbation of this disease. 

All these factors must be considered, as well as thorough local procedures 
for the prevention, removal, and drainage of the follicular plugging, with 
continual mild desquamation by local cleansing, antiseptic applications, and 
ultra-violet radiation. The former routine of cleansing with soap and 
applying a sulphur lotion can be reinforced by the local application of 
compresses and an ointment containing neosporin and bacitracin. If there is 
marked infection, with many pustules and cysts, tetracycline may be 
administered by mouth, 250 mg. four times a day for one week; the dosage 
should then be gradually reduced. This antibiotic can be reinforced by 
vitamin B. Antibiotics should be given in short interrupted courses. Sen- 
sitivity tests are of little value in deciding the proper antibiotic to use, 
because in acne the infection is due to the M. pyogenes albus species, and 
it is impossible to differentiate the types. Antibiotics are apt to result in 
elimination of the original organism and substitution of a more resistant one. 
Their expense is also prohibitive for the long course of treatment needed 
in such a disease. 

When there is a definite menstrual connexion, with the sudden appearance 
of papules and cystic lesions, the administration of estrogenic hormones ten 
to fourteen days before the expected onset of the menstrual period may be 
useful. Vitamin A, in doses of 50,000 units three times a day, may be of 
value in the comedone stage for a period not longer than three months. 
Later, in the pustular stage, it is valueless. 

In the hands of an experienced dermatologist, superficial x-ray therapy 
is valuable, provided that local and systemic therapy have been given a 
thorough trial. Various procedures are recommended for the removal of 
acne scars. The method and the type of patient should be carefully selected 
and then only after sufficient length of time to prove that nature will not 
take care of these blemishes. It is amazing how often these scar-like lesions 
seem to disappear. . 

SKIN PLANING 
In 1905, Kromayer introduced skin planing with virtually the same method 
and instruments as those now in use (Kromayer, 1930). This procedure 
was renewed by Kurtin in 1952 when he demonstrated the value of refrigera- 
tion (Kurtin, 1953), using a technique similar to that described by Kromayer 
in 1930. The skin was frozen with ethyl chloride. This is now replaced by 
‘freon’, a non-combustible, non-toxic refrigerant anesthetic. This method is 
used in the treatment of blemishes, scars, tattoo marks, and pitting due 
to acne. The affected skin is planed by revolving, electrically driven, stainless 
steel brushes. The width of the brush depends upon the size of the scar and 
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of the area to be treated. The brush is placed against the surface of the skin 
horizontal to the area and moved slowly up and down, causing an abrasion 
that is accompanied by considerable bleeding. Sometimes it is necessary to 
stop the procedure because of the bleeding, but this is generally controlled 
by dry sterile gauze, usually left on as a dressing. The latter should be 
removed as soon as possible after the operation. Patients should be warned 
not to expect miracles, as results may be disappointing. Despite thirty years’ 
experience of this method, Kromayer never reached the height of enthusiasm 
expressed by present-day advocates. 


LIGHT SENSITIVITY 

With the increasing vogue of sun-bathing and outdoor activities, light 
sensitivity has become more frequent. Any substance that will increase 
tolerance to sunlight should therefore be a boon. Mepacrine hydrochloride 
prevents recurrences in photosensitized persons, and has been used success- 
fully in solar dermatitis and chronic lupus erythematosus, but produces an 
undesirable discoloration of the skin. Chloroquine diphosphate appears 
equally beneficial and less toxic in the treatment of these diseases. A dosage 
of 0.5 mg. daily for two weeks, followed by 0.25 mg. daily, is sufficient in 
most cases to suppress and control the disease. Careful repeated blood counts 
should be observed, as the drug may cause suppression of the bone marrow. 
Headaches, nausea, dizziness, and diplopia are occasional side-effects, which 
usually disappear with reduction of the doses. Chloroquine may be added to 
ordinary table salt as a possible preventive against the ill-effects of sunlight 
in light-sensitive persons; for example, patients with the prurigo-estivalis 
type of polymorphous light eruption. 

Local treatment of light sensitivity.—The large number of skin diseases 
caused by sunlight, ranging from urticaria to cancer, should be prevented if 
possible. People should be instructed to avoid excessive exposure and, if 
photosensitive, to wear protective clothing. Protective sunscreens should be 
prescribed. The active spectrum of sunburn is between 2,900 and 3,170 A.U. 
There is no chemical that possesses the physical property of protecting the 
skin from excessive exposure, although several have erythema-preventing 
properties. Tannic acid rates high in this property, with para-aminobenzoic 
acid a close second. Two useful prescriptions are :+- 


Tannic acid 6 per cent. 
Salol Bon 
Castor oil Ss i 
Water S is » 
Alcohol 83 ” 
and 

Para-aminobenzoic acid 1§ per cent. 
Vanishing-cream base GRP. im: . -06 


PSORALEN DERIVATIVES 
Patches of increased pigmentation or depigmentation cause disfigurement 
and distress to the patient. Various reports of successful treatment of these 
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defects have caused widespread interest in the lay press. 

For several years there have been reports of an effective treatment of 
vitiligo with extracts from the Ammi majus linn. fruits. These extracts have 
been used systemically and locally and do produce a certain amount of 
repigmentation in leucodermic areas. Two capsules containing from 20 to 30 
mg. of 8-methoxypsoralen should be given two or three hours before 
exposure to solar radiation. Increased tanning and increased tolerance to 
sunlight are produced in healthy individuals (Fitzpatrick et al., 1955). In 
patients with vitiligo, an actinic dermatitis is produced. Later, combined 
therapy may be instituted by applying an ointment containing 0.05 per cent. 
of 8-methoxypsoralen and 0.025 per cent. of isoamyleneoxypsoralen. The 
treatment is fairly successful in Negroes and dark-skinned individuals. A 
severe reaction occurs from the local application alone, and with combined 
therapy the reaction can be serious: headache, nausea, vomiting, nephritis, 
and hepatitis. It must therefore be used with great caution. Occasional good 
results are obtained by the local application plus ultra-violet irradiation. 

Monobenzy] ether of hydroquinone, 5 to 10 per cent. in a washable base 
(‘benoquin’) has reduced pigmentation in some cases but this medication is 
highly sensitizing, and the cosmetic result is no more satisfactory than that 
previously obtained with ammoniated mercury ointment. 


FUNGICIDES 

Although the number of cases of fungous disease now seen in private 
practice is comparatively few, the number of new remedies is increasing. 
Few have proved of greater value than the older drugs and many, such as 
‘asterol’, have been reported to be useless or harmful (Ungerman and 
Ungerman, 1953). Because of the overgrowth of monilia (Candida albicans) 
in the gastro-intestinal tract due to the prolonged use of antibiotics, and the 
concomitant finding of more cases of local and systemic moniliasis, new 
fungal agents have been sought to combat this disease. The original fungi- 
cide, nystatin, first described by Brown and Hazen (1951), has a low toxicity 
and is extremely efficient against monilia. It can be used orally or locally. 
In an ointment, 100,000 units per g. are prescribed. When administered 
orally it is not absorbed from the gastro-intestinal tract where its greatest 
activity occurs. Nystatin is also used locally and systemically in combination 
with other antibiotics. Whether this use is justified can be determined only by 
controlled studies which have not as yet been made. Fatty acids combined 
with an antibiotic have also been tried in fungous infections, with success in 
a few cases of dermatomycosis. 

The deep mycoses are now diagnosed more often, due to increased 
laboratory facilities. Actinomycosis is effectually treated with a combination 
of penicillin, sulphadiazine, and x-ray therapy. The present treatment of 
blastomycosis is stilbamidine, administered in increasing doses from 50 to 
100 mg. daily (100 mg. per 1000 ml. of 5 per cent. glucose) by slow intra- 
venous drip. These agents do not cure the disease, but do increase the 
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resistance of the patient. In histoplasmosis, which is occasionally diagnosed 
before death, the trivalent (‘fuadin’) and the pentivalent antimony (‘neostam’) 
should be tried. 


MISCELLANEOUS 
In selected cases of skin tuberculosis, isoniazid, in dosages of 5 to 10 mg. 
per kg. of body weight daily, has produced healing in cases of erythema 
induratum, lupus vulgaris, and scrofuloderma. 

Cyanocobalamin, 1000 mcg. intramuscularly three times a week, may 
relieve the persistent pain of herpes zoster. The patient should be investigated 
for a possible underlying systemic disease such as leukemia, lymphoma, or 
carcinoma. In persistent pain peripheral denervation of the involved segment 
of the skin may be necessary. 

Several pancreatic extracts have been tried recently, with varying success, 
in the treatment of psoriasis. In most cases the success is probably psycho- 
genic, similar to that produced by rauwolfia preparations in the treatment 
of this disease and other dermatoses affected by emotional tension. I have 
seen reserpine transform mild psoriatic eruptions into generalized psoriasis. 
The old adage ‘primum non nocere’ should be adhered to in the treatment of 
psoriasis, as it is a disfiguring but rarely disabling disease. Drugs which have 
a very narrow range of benefit and toxicity, such as 4-amino-pteroylglutamic 
acid (‘aminopterin’), should be prescribed rarely. Most patients with 
psoriasis do well with ultra-violet radiation, plus tar locally, or with the local 
application of mercury or chrysarobin derivatives along with reassurance. 

‘Diasone’ may be of value in cases of dermatitis herpetiformis which are 
resistant to sulphapyridine. The dose is 0.3 g. daily for one week, gradually 
increasing to 0.9 g. daily if there are no undesirable effects. ‘Promacetin’, 
1 g. three times a day, has also been used in the treatment of dermatitis 
herpetiformis. 

In spite of alarmist reports in the medical press, a recent survey has shown 
that dermatologists still consider that boric acid, properly used, is a useful, 
effective, and harmless remedy. 

The antibiotics are now the accepted treatment for pyoderma but there is 
still a place for the oxyquinoline derivatives (‘quinolor’) and the dichloroxy- 
quinaldine products (‘sterosan’), as in sycosis vulgaris and otitis externa. 

The antihistamines have been a great disappointment in the treatment of 
cutaneous sensitivities. In urticaria, either acute or chronic, they may give 
temporary relief. Some have a sedative effect, which is of value in the 
extremely pruritic patient, but they rarely relieve pruritus, nor do they check 
the eruption. These drugs are local anesthetics, but they are also irritants 
and sensitizers. At its annual meeting in 1952, the Council on Pharmacy and 
Chemistry of the American Medical Association (1953) decided to discon- 
tinue the acceptance of topical dermatological preparations of all anti- 
histamine drugs. It concluded that, although some of them apparently have 
been helpful in relieving certain types of pruritus, the risk of contact 
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dermatitis now overshadows their possible efficacy for that purpose and 
further evidence is required to establish their usefulness. 

Selenium sulphide emulsion as a shampoo affords relief in persistent 
seborrheea of the scalp. An unpleasant oiliness of the hair may result. 
Occasionally the patient may complain of some temporary hair loss but this 
is often noted after any shampooing of seborrheic scalps. If it persists, 
however, the medication should be stopped. 

‘Prantal’, a quaternary amine, may be of temporary value when there is 
excessive sweating in pruritic eruptions. It is a mild antipruritic. An oint- 
ment containing ‘prantal’ has been of value in a few cases of persistent 
vesiculation of the palms. 

Industry continues its search for good protective creams. Those con- 
taining silicones have some value. To date they are the best against light 
petroleum oil irritants and aqueous solutions, but offer little or no protection 
against solvents. For routine work, however, unless the cutaneous contact 
is prolonged, repeated applications of these creams afford some protection 
to the worker. They do at least eliminate the use of harsh methods to remove 
the grit and grease of the day’s toil, and the use of harsh cleansers has always 
been a cause of many cases of occupational dermatitis. 


CONCLUSION 
New drugs are valueless in dermatology unless the physician has full 
knowledge of their therapeutic and toxic effects. ‘The chances of absorption 
must be considered. The basic knowledge of the need to reduce cutaneous 
inflammation by suitable baths, wet dressings, soothing lotions and pastes 
is still necessary. Care should be taken to prescribe inexpensive applications 
whenever possible. Vitamins may be of value, but they are expensive. 
Patients are ‘vitaminized’ by advertising propaganda, and it is the task of the 
physician to stem this tide unless a definite deficiency is recognized. The 
physician should reassure his patient, who is usually alarmed and un- 
comfortable from his cutaneous disease. He should prescribe a tested and 
reliable medication, rather than a new drug that still lacks adequate 


appraisal. 
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ADVANCES IN THE TREATMENT OF 
DISEASES OF THE EAR, NOSE AND 
THROAT 
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Senior Surgeon, Ear, Nose and Throat Department, King’s College Hospital 


THE introduction of new surgical measures, such as myringoplasty and 
tympanoplasty, for the alleviation of deafness following chronic suppurative 
otitis media, is the outstanding advance in the treatment of diseases of the 
ear, nose and throat. In more plebeian, but equally important, conditions, 
such as otitis externa and chronic nasal congestion, a better understanding of 
causative factors is leading to more rational methods of control—if not 
of cure. 
OTITIS EXTERNA 

There is now a rather more elaborate approach to treatment of this tiresome 
condition, based upon bacteriological examination of discharge and sen- 
sitivity tests of organisms to available antibiotics. In theory treatment so 
planned should succeed, but in practice disappointing results still occur. 
Bacteriological tests are time-consuming and there is a great temptation to 
combine common sense with intelligent guesswork and to use on chance any 
of the easily available antibiotics. Granted that careful and gentle meatal 
toilet is carried out as often as circumstances dictate, a high proportion of 
cures will follow whether antibiotics are used at random or with bacterio- 
logical guidance. The consensus of opinion is that if antibiotics are going to 
be used at all, sensitivity tests should be done. While waiting for results 
meatal toilet and the application of a mild astringent or of mercury ointment 
are amply repaid; indeed a patient may be more than half way to recovery 
when the bacteriologist’s report is received. 

There is no denying the fact that antibiotics locally applied may lead to a 
violent skin reaction. Within twenty minutes there may be intense itching 
followed by a profuse watery discharge: a phenomenon which alarms the 
patient and humiliates the doctor. Chloramphenicol is by far the worst 
offender—an unfortunate fact because so often this drug is the one most 
suited to combat predominating organisms. Certainly this antibiotic should 
never be used in the absence of definite bacteriological indications ; moreover 
patients should be warned about the possibility of sensitivity. Penicillin is 
generally considered unsuitable for local application. 

A new but expensive drug is now available, namely, hydrocortisone oint- 
ment, either 2.5 per cent. or 1 per cent., and there are various proprietary 
brands on the market. As this ointment tends to damp down the inflamma- 
tory reaction its use is illogical when the skin surface is heavily infected. 
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When, however, in spite of a preliminary attack upon the organisms the 
meatal skin is itchy, swollen and scaly the ointment can act like a charm. 
Particularly is this so if there is secondary eczematization of the skin. Some 
firms are now combining an antibiotic with hydrocortisone in ointment form : 
e.g. ‘neo-cortef’, in which the antibiotic is neomycin. It is an unfortunate 
fact that, when hydrocortisone ointment has been used with good effect, 
cessation of treatment is quite often followed by recurrence of symptoms. 

It is now acknowledged that emotional worry, stress, and frustration play 
a large part in-rendering intractable what should be a comparatively simple 
condition to cure. The practitioner is usually alive to this and can give 
enormous help by aiding in the resolution of such worries. 

Up-to-date views about the etiology and treatment of external otitis have 
recently been summarized by Keogh and Russell (1956) and Lindahl (1956). 


THE SURGERY OF CHRONIC SUPPURATIVE OTITIS MEDIA 
Surgeons have now become adept at working with the aid of a microscop>, 
and the use of such an instrument to inspect their radical and modified 
radical mastoid cavities has led to improvement in technique and better 
final results. Small areas of disease which formerly would have gone 
unnoticed are now removed, important structures like the facial nerve canal 
are seen clearly and are avoided with more certainty. The consequence is 
that most surgeons now expect to obtain a much higher proportion of dry 
ears. 

The story does not end here and there is now a revolutionary movement 
under way, pioneered by Zéllner (1955) and Wullstein (1955), to reconstruct 
a working hearing mechanism after disease has been eradicated. To explain 
this simply is not easy unless it is clearly understood that there must be a 
difference of pressure at the oval and round windows when sound waves 
impinge upon them. Without this, no movement is induced in the cochlear 
fluids and there is no stimulation of the organ of Corti. If there is a per- 
foration of the drum, sound waves can reach the round window direct. 
Such waves act upon round and oval windows with almost equal force and 
tend to cancel one another so that there is a reduced movement of cochlear 
fluids. If the perforation heals or is artificially closed the round window is 
once again shielded from direct sound waves, a differential of pressure upon 
round and oval windows is again restored and hearing improves. If then there 
exists a persistent perforation which has remained dry for a prolonged period 
and there is no predisposing cause for recurrence, it is logical to attempt 
closure. If the ossicular chain is functioning and closure succeeds, improved 
hearing is to be expected. If the chain is broken, worth-while improvement 
should not be counted upon. Even so, an intact drum is worth a great deal 
in its own right; a patient successfully operated upon can be allowed to swim 
and may indeed be accepted for the Services. 

The easiest type of perforation to close is a central non-marginal one. 
Using a microscope, special sickle-shaped knives are used to remove the 
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epithelium on the outer surface of the membrane and usually that in the 
depths of the auditory canal as well. The mucous membrane over the 
promontory is scarified. A carefully thinned down, whole-thickness graft of 
appropriate size is taken from the skin over the ‘post-auricular groove and 
this is placed and firmly packed in position. Blood supply is derived partly 
from the scarified drum and deep meatus, and partly from the promontory. 
This operation is correctly called myringoplasty. 

Zéllner and Wullstein have developed much more elaborate operations 
fitted to cope with those cases of chronic suppurative otitis media which 
would require some form of operation anyway. There is no single set opera- 
tion: for instance, one procedure would be suitable for a case in which the 
ossicular chain was functioning and an entirely different one for a case in 
which disease had destroyed both malleus and incus. T'ympanoplasty is the 
name given by the originators to all surgical procedures designed to restore 
hearing by (1) clearing away disease, (2) using a thinned, whole-thickness 
graft to cover over those middle-ear structures deemed worthy of preserva- 
tion in such a way that the round window is protected by the graft from direct 
impingement of sound waves, (3) placing the graft in such a way that a 
closed air-filled space in communication with the Eustachian tube exists 
between graft and round window. 

It might seem from what has been said that a suitably planned operation 
can restore hearing to any patient deafened by years of chronic suppurative 
otitis media. This is not true. If there is no cochlear degeneration, if the 
labyrinthine windows are functioning, if the Eustachian tube is patent, and 
if the surgeon can be sure of removing all disease—then improved hearing 
can be hoped for provided that the grafts survive. A large measure of 
surgical judgment and skill is necessary to perform tympanoplasty opera- 
tions, for failure is almost certain if a small area of granulations is left behind, 
or if a tiny pocket of cholesteatoma is missed. 

This is a great new conception and it is not surprising that otologists are 
fired with enthusiasm, but it is to be hoped that this enthusiasm will not 
run riot. I can envisage a new title creeping into hospital waiting lists, 
‘revision of tympanoplasty’. If an operation is advised to dry up an ear and 
improve hearing, and if the result of such an operation is poor hearing plus 
more profuse discharge, the surgeon is sick at heart and his patient 
supremely dissatisfied. When a patient has one normal ear and there is 
every indication for operation upon the other, the performance of an elaborate 
tympanoplasty operation in the hope of some hearing improvement would 
in many circumstances be quite unreasonable. The surgeon without 
exceptional experience would be better advised to concentrate his effort upon 
procuring a safe dry ear with unaltered hearing because his patient would 
largely depend upon the normal ear in any case. 


OTOSCLEROSIS 
Every reader will now be familiar with the enormous strides which have 

















DISEASES OF THE EAR, NOSE AND THROAT 415 


been made during the last ten years towards the relief and rehabilitation of 
patients suffering from this form of deafness. The fenestration operation is 
followed by successful results in a high proportion of selected cases and it is 
probable that it now stays on a permanent footing. Largely owing to the 
drive of Rosen (Rosen and Bergman, 1955) stapes mobilization is being 
acknowledged as an alternative method of helping some of these patients 
without subjecting them to an operation of such technical difficulty as 
fenestration; one, too, that is not followed by postoperative vertigo and 
runs no risk of leaving an infected cavity. 

The symptoms of otosclerosis result from immobility of the stapes in the 
oval window. At first there is some limitation of movement but later the 
stapes footplate is rigidly fixed. Those who have examined the temporal 
bones in such cases will know that to try and move the stapes almost always 
leads to fracture of the crura. In the past, stapes mobilization has been 
attempted and abandoned. Rosen saw that further attempts were fully justi- 
fied because, under local anesthesia and with scarcely any bleeding, he 
found that he could separate the tympanic membrane from the tympanic 
ring and so look directly into the tympanic cavity. The membrane may be 
folded in two like an omelette so that the posterior quadrant lies on the 
anterior, A binocular microscope is used, and with strong yet delicate 
instruments pressure is applied to the stapedial neck. Direction of pressure 
is in line with the stapedius tendon in order to minimize strain on the crura; 
there is sometimes an audible sound as the footplate becomes free. The 
membrane is replaced and subsequent healing is rapid: patients need only 
stay in hospital a day or two. In successful cases the hearing improvement is 
immediate but if the crura have been broken it remains unaltered. It has 
been shown that healing is so satisfactory that failures can be subjected at a 
later date to the classical fenestration operation without added technical 
difficulty. 

Various questions at once demand an answer. Do the results last? What 
proportion of cases are benefited and for how long? What are the principles 
of case selection? When one considers that otosclerosis is essentially a 
progressive disease the natural corollary is that within a short period of time 
the mobilized stapes will once again become fixed. There is abundant 
circumstantial evidence pointing to the truth of this assumption; indeed, 
some patients may enjoy improved hearing for only a few days. Lasting 
improvement does occur, but probably in less than 20 per cent. of cases. 
As yet it is unwise to speak of permanent improvement. 

The choice of case is important. For instance, it would be wrong to 
contemplate mobilization if the hearing loss were very severe, even if tests 
pointed to excellent cochlear function. If there should be a 45 to 50 decibel 
loss in the speech range, the chances of mobilizing without fracturing the 
crura are remote. The operation is technically difficult when the meatus is 
narrow, though of course a more elaborate approach can be planned if 
indications for performing the operation are strong enough. The ideal case 
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would seem to be a patient whose cochlear function is good, and whose 
hearing loss in the speech range is less than 35 decibels, whilst at the same 
time there is ample evidence to suggest that the disease is of a very slowly 


progressive type. 


HEARING AIDS 
Hearing aids, like radio sets and motor cars, are improved in minor detail 
each year whilst occasionally some important new feature is incorporated in 
production models, In the last few years has been born the transistor hearing 
aid and relentlessly it is supplanting the well-tried thermionic valve aid. 
As yet, manufacturers must charge considerably more for transistor sets 
because the experimental research entailed in development is costly in the 
extreme. It is not generally realized that the performance of a transistor aid 
is no better than that of a valve aid; indeed sometimes it is inferior. The 
advantages of a transistor aid are: small size, robustness and marked economy 
in running costs. Any patient wishing to buy an instrument may find that a 
good valve aid costs {25 and a good transistor aid {40: a difference of {15 
which he may not save in running costs during the useful life of the 
instrument. 

So small a space is required to house the essential parts of a transistor 
aid that instruments are available in which the whole mechanism is incor- 
porated in the side-pieces of imitation tortoiseshell spectacles. These 
spectacle aids are still very expensive; moreover they are easily broken and 
their performance is not yet good enough to help a severely deafened patient. 
Unquestionably there will be improvements in design and manufacture and 
a bright future for these aids can be forecast when initial troubles have been 
overcome. Transistor aids designed to fit like a comb in women’s hair 
comprise as yet an appeal to vanity rather than to common sense. 

It should not be thought that the Government-sponsored hearing aid is 
out of date and inefficient because valves are still used; the aid is a good one 
and experimental work is well in hand so that most modern developments 
will be made available to the general public in the near future. 


MANAGEMENT OF DEAFNESS IN YOUNG CHILDREN 

In recent years a great deal of thought has been given to the auditory 
training of very young children. Whetnall (1955, 1956) has rightly empha- 
sized the importance of early diagnosis so that a suitable hearing aid can 
be fitted even before a child begins to crawl; such an aid must be small 
and light in weight. A very young child likes his aid and is fractious without 
it; soon, indeed, it is regarded as part of his clothing. Aids should be used 
continuously. 

The object of auditory training at such an early age is to make use of 
the period of readiness for listening which every child passes through during 
the first year. Then the mother, talking directly into her child’s ear or into 
his hearing aid, can inculcate the meaning of sounds by constant repetition. 
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If severe deafness is not recognized in time to institute early auditory train- 
ing, the faculty of learning speech diminishes rapidly. The older child 
supplied with a hearing aid hates it and takes every opportunity of dis- 
carding it. 

It is now acknowledged that if a child learns lip reading before being 
taught to listen, the results of patient auditory training are extremely 
disappointing. 

EPISTAXIS 
Stewart and Sammon (1954) described cases of severe progressive epistaxis, 
in which it had proved impossible to control bleeding by established methods, 
including tight packing anteriorly and posteriorly. These patients were 
treated by deep x-ray therapy and the results were encouraging. One 
obvious advantage was that treatment could be given without disturbing 
the packing. Five daily treatments were given and the maximum dosage was 
from 2000r to 2,500r. Pieces of nasal mucosa were removed at intervals for 
histological examination and constant changes were noted in the blood 
vessels. The intima was affected in such a way that the lumen was narrowed, 
and fibrin formation could often be demonstrated in the narrowed vessels. 
Histological changes were evident as early as twenty-four hours after the 
first treatment. Some cases of epistaxis give rise to the utmost anxiety and, 
if older, well-established methods fail to control bleeding, there seems ample 
justification for instituting this form of treatment should facilities be readily 
available. 
CHRONIC NASAL CONGESTION 

There is now more general recognition of the unfortunate results which may 
follow overuse of nasal decongestants. Rhinitis medicamentosa ‘s a con- 
venient appellation for the distressing turgescence of nasal mucosa which 
may develop. When first used, decongestants rapidly give rise to shrinkage 
of the nasal mucosa and lead to a free airway. After a variable interval of up 
to three hours the effect wears off and then there is a phase of slight con- 
gestion. As time goes on the shrinking effect is less in degree and duration, 
whilst subsequent engorgement is more marked and more prolonged and 
in the end drops fail to cause enough shrinkage to allow an efficient airway. 
An experienced rhinologist can often tell from clinical examination alone 
that he is confronted with a case of rhinitis medicamentosa: mucosal 
swelling is bluish red, firm and quite different from the soft, pale swelling 
associated with true allergic rhinitis. 

The treatment of this distressing condition is not easy, as the craving for 
decongestants is parallel to the alcoholic’s craving for spirits. Although this 
is not a true allergic condition there is some evidence to show that anti- 
histamines may help patients to overcome their craving, for they appear to 
have some slight decongestant effect. Promethazine hydrochloride, 25 mg. 
at night, and phenindamine, 25 mg. in the morning, are a convenient and 
effective combination. Ephedrine, } grain (30 mg.) twice or three times a 
day, has been tried. There is little doubt about the temporary help afforded 
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by sponging face and neck with really cold water immediately after arising 
from bed. 

The use of reserpine in treatment of raised blood pressure has in some 
cases led to distressing edema of the nasal mucosa. A similar condition has 
been known to follow surgical interference with the cervical sympathetic 
chain. It is important to recognize these, fortunately uncommon, forms of 
nasal obstruction, for the prescribing of decongestants helps little or not 
at all; indeed the patient’s obstruction usually goes from bad to worse. 


NASAL ALLERGY 
Although much has been written about nasal allergy during the last decade, 
no revolutionary new method of treatment has been discovered. Provi- 
dentially it is now generally accepted that the approach is not surgical; 
indeed the majority believe that surgery will often make matters so much 
worse that chronic invalidism results. 

The impact of cortisone, hydrocortisone and corticotrophin upon allergy 
generally has been interesting, but the subject is a complicated one. It is 
known that cortisone and hydrocortisone have the ability to damp down the 
inflammatory reaction. In some unexplained way hydrocortisone, when 
applied to the nasal mucosa in the form of snuff or in aqueous solution, also 
seems to modify the allergic reaction. A report has recently been published 
by Herxheimer and McAllen (1956) showing the benefit of hydrocortisone 
snuff in hay fever subjects during the active phase. Much more work must 
be done before any guidance can be given regarding the advantages or 
disadvantages of this treatment in comparison with timely desensitization 
or symptomatic treatment by antihistamines. Many patients report to their 
doctors during an active phase of hay fever when it is much too late for 
desensitization. Some of these are not controlled easily by antihistamines 
and for them there is ample justification for prescribing a hydrocortisone 
spray. There are several such sprays on the market, all (unfortunately, I 
consider) combined with a decongestant. 

Patients suffering from perennial nasal allergy are extremely distressed 
by constant cedema of the nasal mucosa. Unfortunately the offending 
allergens cannot always be discovered. Antihistamines do not always modify 
symptoms, whilst nasal decongestants are so habit-forming that they are 
better avoided. Hydrocortisone in spray form. or as snuff is being tried 
experimentally in an attempt to restore normal physiological function. 
Stewart and Karva (1954) published encouraging results which followed the 
administration of small doses of cortisone and corticotrophin orally and by 
injection. Time must elapse and more controlled experimental work must 
be done before an exact role can be decided for these drugs. By their very 
nature they modify physiological function so that a watch must be kept for 
unwanted side-effects. Another disadvantage is the tendency to recurrence 
of symptoms after their withdrawal. 

Allergic subjects may be obstructed by nasal polypi and prone to attacks 
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of asthma. For a long time it has been recognized that removal of polypi 
may precipitate alarming bouts of asthma. Experimental work is being 
carried out upon the effect of cortisone given before and after operation in 
the hope of minimizing the chances of severe postoperative asthma. 


CARCINOMA OF THE LARYNX 

Gone are the days of dispute between radiotherapist and surgeon over the 
best method to treat patients suffering from laryngeal cancer. Bias is largely 
forgotten and almost every case is discussed in detail before procedure is 
decided. Surgeons must now admit that early carcinoma confined to a vocal 
cord is as curable by irradiation as by excision and that the voice sub- 
sequently is very much better. In either event failure will mean laryngectomy. 
There seems a large measure of agreement concerning subglottic growth of 
any size: surgery is the better course because the results of irradiation are 
poor. In the past surgeons have avoided irradiation unless the prognosis 
after such treatment has been good. They have argued that when irradiation 
failed laryngectomy became technically extremely difficult, and also pointed 
out the high incidence of postoperative pharyngeal fistula. Now the pen- 
dulum is swinging the other way and patients are more often advised to 
undergo irradiation. They are told that success is not guaranteed and that 
failure will mean radical surgery. Mill (1956) stated that in his experience 
pharyngeal fistula was no more likely to complicate post-irradiation laryngec- 
tomy than laryngectomy performed as the first step in treatment. He also 
pointed out that he had encountered very few operative difficulties when 
compelled to remove the larynx on account of irradiation failures. 

The mutilating operation of laryngectomy is now much less of an ordeal 
for patient and surgeon. Wounds heal better, drainage tubes are left in for 
a shorter time whilst, as Ormerod (1954) pointed out, it is now possible to 
dispense with a feeding tube. Modern speech therapy has made great 
strides so that a higher proportion of patients acquire serviceable esophageal 


speech. 


PHARYNGEAL DIVERTICULA 
Since the advent of chemotherapy and antibiotics the surgical approach to 
the problem of pharyngeal diverticula has altered considerably. In the past 
when an operation was considered necessary this was performed in two 
stages because of the risk of mediastinitis when primary closure was 

attempted. Now a one-stage operation is considered a safe procedure. 
Negus (1950) pointed out the importance of the cricopharyngeal sphincter 
in production and treatment of diverticula. He showed that if a pouch was 
small all that was necessary to free a patient from symptoms was deliberate 
stretching of the sphincter, a manceeuvre which could be repeated when 
necessary. He rightly insisted that when larger pouches were surgically 
excised, recurrence of herniation was likely unless the sphincter were 
stretched several times during the first two years after operation. More 
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recently, Spencer Harrison (1956) has written about this subject and agrees 
about the importance of the sphincter. In his view the larger pouch which 
many surgeons would excise can be dealt with equally well by exposing and 
dividing the sphincter, freeing the pouch and invaginating it with purse- 
string suture. He shows from his own case records how successful can be 
the older method of Mosher (1917) when dealing with very large pouches 
occurring in old, frail, emaciated patients. This method consists in diathermy 
destruction of the party wall separating pouch and cesophagus. The opera- 
tion is performed endoscopically and the tissue destroyed is posterior 
cesophageal wall and anterior wall of he pouch which is adherent to it. 
Included between these adherent layers is a section of the cricopharyngeal 
sphincter. 


; LARYNGEAL PALSY 

Bilateral abductor laryngeal palsy, which occasiona ly follows radical thyroid 
operations, leads to severe laryngeal obstruction. In a previous ‘Advances in 
Treatment’ number of The Practitioner, Ormerod and Chignell (1952) 
mentioned operations devised by King (1939) and de Graaf Woodman 
(1946) to shift the posterior end of one vocal cord laterally. This manceuvre, 
if successful, allowed patients to live a reasonably normal life without 
submitting to permanent tracheostomy; the voice might suffer somewhat .- 
but remained serviceable. Operations differing in detail, but in each case 
performed through a midline laryngo-fissure, have been described by 
Young (1955) and Lawson (1955). Such operations are possibly rather 
simpler to perform and results are most encouraging. 


References 
Harrison, M. S. (1956): ¥. Laryng., 70, 136. 
Herxheimer, H., and McAllen, M. (1956): Lancet, i, 537. 
Keogh, C., and Russell, B. (1956): Brit. med. F., i, 1068. 
King, B. T. (1939): ¥. Amer. med. Ass., 112, 814. 
Lawson, H. P. (1955): ¥. Laryng., 69, 374. 
Lindhahl, J. W. (1956): The Practitioner, 177, 219. 
Mill, W. A. (1956): Proc. Roy. Soc. Med., 49, 73. 
Mosher, H. P. (1917): Surg. Gynec. Obstet., 25, 175. 
Negus, V. E. (1950): Brit. J. Surg., 38, 129. 
Ormerod, F. C. (1954): J. Laryng., 68, 1. 
——, and Chignell, R. (1952): The Practitioner, 169, 362. 
Rosen, S., and Bergman, M. (1955): ¥. Laryng., 69, 297. 
Stewart, J. P., and Karva, M. Z. (1954): Jbid., 68, 193. 
, and Sammon, J. D. (1954): Jbid., 68, 82. 
Whetnall, E. (1955): The Practitioner, 174, 375. 
(1956): Proc. Roy. Soc. Med., 49, 455. 
Woodman, G. de G. (1946): Arch. Otolaryng (Chicago), 43, 63. 
Wullstein, H. (1955): Acta oto-laryng. (Stockh.), 45, 440. 
Young, N. (1955): 7. Laryng., 69, 390. 
Zélliner, F. (1955): [bid., 69, 637. 

















ADVANCES IN OPHTHALMOLOGY 


By P. D. TREVOR-ROPER, F.R.C.S. 
Assistant Ophthalmic Surgeon, Westminster Hospital 


THE appeal of ophthalmology, having its roots in the traditional symbolism 
of the eye and with all the familiar metaphysical overtones of light and 
vision, is greatly enhanced for the practitioner by the easy accessibility of 
the eye, which allows direct observation of all its different parts during life, 
and exposes it to a diversity of medicaments and operations that few other 
bodily members can boast. Hence the literature of ophthalmology flows as 
plentifully as that of any other comparable specialty, and there is never a 
shortage of ‘advances’—new concepts, new evidence and new treatment. 

First, it may be of interest to look back to the last article on ‘Advances 
in ophthalmology’ written, in 1954, by McKie Reid, and to follow further 
the trends which he then described. 


DISEASES ON THE DECLINE 
The ‘declining’ diseases have indeed continued to decline. Phlyctenular 
kerato-conjunctivitis, for instance, is hardly ever seen: the L.C.C. sanatorium 
that was specifically dedicated to its treatment in 1903 was finally closed in 
1955- 

Ophthalmia neonatorum, which was noted twenty years ago to be respon- 
sible for 10 per cent. of the blind in Europe and nearly half of the inmates 
of blind asylums, has now virtually disappeared, and gonococci have been 
isolated in only one case out of over 50,000 cultures taken at the Institute of 
Ophthalmology during the last seven years. Here the dramatic improvement 
is primarily attributable to the prompt cure with penicillin drops or sul- 
phonamide tablets, as well as the widespread use of Crédé’s prophylactic 
drops. These silver nitrate drops are still the instillation of choice for prophy- 
laxis on grounds of stability, safety and reliability, although there have been 
constant attempts to supplant them by penicillin or other antibiotics. The 
threat to Crédé’s method comes in fact from the virtual disappearance of 
ophthalmia neonatorum, and in one large London obstetric hospital it has 
been abandoned, the infant being kept under observation, and receiving 
sulphadimidine at the first sign of any conjunctival discharge. When treat- 
ment is being given by the mother, such oral dosage in the baby’s feed is 
more certain than the inexpert instillation of drops. 

Trachoma, too, is of increasing rarity in the British Isles, the special 
trachoma treatment room in Moorfields Eye Hospital being finally aban- 
doned after the 1939-45 War. Although still rife in the Middle East, cam- 
paigns on a scale formerly unimagined in most of the affected countries have 
at last brought the problem under some control. The wide use of oral 
sulphonamides and topical antibiotics, such as oxytetracycline (as advocated 
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by the World Health Organization Committee in 1952) has now largely 
displaced the copper sulphate cautery and mechanical rupture of ‘follicles’ 
that had formed the staple treatment since time immemorial. 

Of the new diseases now in decline, the most outstanding is retrolental 
fibroplasia, a disease of premature babies that emerged in 1942, and at its 
peak in the United States was calculated to have rendered 20 to 30 per cent. 
of premature babies blind, and to have damaged the sight of many of the 
others. That this disease is in fact simply the product of excessive administra- 
tion of oxygen to premature infants is established, and it is now disappearing 
even more rapidly than it emerged. An association with excess or lack of 
oxygen had been suggested since 1951 (Campbell), but the work of Norman 
Ashton (Ashton et al., 1953, 1954) at the Institute of Ophthalmology gave 
the first experimental proof that excessive oxygen in the new-born cat 
obliterates the growing retinal vessels, so that when normal oxygen con- 
centrations are resumed subsequent vascularization proceeds into the 
vitreous, reproducing the clinical picture of the retrolental fibroplasia of 
babies. Since oxygen concentrations have been restricted to below 45 per 
cent., no further cases have been reported. 


DISEASES ON THE INCREASE 
The diseases on the increase continue to be those attributable to the 
advancing age of the population, particularly the vascular retinopathies: the 
various senile degenerations or abiotrophies of the macula, and those due to 
hypertension and diabetes. 

Hypertensive retinopathy, formerly presaging an early death, and itself 
expected to deteriorate steadily with increasing hemorrhages and retinal 
cedema, now presents a much less gloomy picture. Recent advances in the 
treatment of hypertension are outside the range of this review, but it is to 
be noted that the effects on the retinopathy of hypotensive drugs (the cen- 
trally acting rauwolfia derivatives and the ganglion-blocking agents such as 
pentolinium), rice or low-sodium diets, and of sympathectomy, are often 
dramatic, with proportional gain in vision. 

Recent investigations into the pathogenesis of diabetic retinopathy have 
also been most fruitful. The incidence of this has markedly increased during 
the last two decades, partly through more careful diagnosis and partly 
through longer life expectancy in the young diabetic. It has been found that 
the frequency of retinopathy increases rapidly after the diabetes has per- 
sisted for ten years, and the majority are affected after a latent period of 
15 to 25 years (60 to 100 per cent. according to various estimates). Its onset 
is generally believed to be postponed by good management of the diabetes, 
but what constitutes the latter is variously interpreted and some advocate 
a ‘free diet’. It is more common in females and is unrelated to the severity 
of the diabetes. The micro-aneurysms that form the classical primary fundus 
lesion were first described by Mackenzie and Nettleship at Moorfields in 
1877, and have been demonstrated by modern injection techniques by 
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Ashton and his colleagues (1954), who also showed that these were mirrored 
in the renal nodules of glomerulonephrosis (Kimmelsteil-Wilson’s disease) 
which tends so often to coexist. Recent evidence has shown the striking 
relationship between the degree of adrenocortical activity and the incidence 
of retinopathy (and glomerulonephrosis) in diabetes (Becker et al., 1954). 
This has been largely supported in experimental diabetes, and less certainly 
by the clinical improvement which has attended a decrease in the activity 
of the adrenal cortex. Further studies relate both diabetes and adreno- 
cortical function to the disordered metabolism of some vitamins of the 
B-complex, particularly pantothenic acid and cyanocobalamin, but these 
important findings are yet some way from offering any therapeutic harvest. 


GLAUCOMA 
For many years glaucoma has received high priority in ophthalmic research 
and clinical investigation, and will therefore be discussed in some detail. 

This disease, which shares with cataract and senile macular degenera- 
tion the main responsibility for blindness in England, constitutes a major 
social problem. Its particular importance is that in most cases the insidious 
and remorseless progress towards blindness can be prevented and, along 
with the increasing damage to the ocular tissues, the treatment becomes 
progressively less effective the longer it is delayed. Indeed, from the 2,432 
cases quoted by Sorsby (1953a) in assessing the causes of blindness, surgical 
treatment had failed in 57.8 per cent. of cases—primarily because it had 
been initiated at too late a stage, and in no less than 34.6 per cent. of 
cases no treatment had been attempted, presumably because the diagnosis 
had already come too late. 

The recent establishment of a glaucoma clinic at the Institute of Ophthal- 
mology, under the direction of Sir Stewart Duke-Elder, has as one of its 
principal objectives the means of assisting early diagnosis. Among the many 
excellent reports that have accrued have been evaluations of the various 
provocative tests that seek to expose the potentially glaucomatous eye, and 
of tonography, in which diurnal charting may disclose the elusive periods of 
high tension that can so easily escape the estimates of the oculist during the 
infrequent visits to his clinics. Our knowledge has indeed widened greatly, 
but the exact pathogenesis of the two types of glaucoma has yet to be 
demonstrated. 

‘Glaucoma’ signifies an increased intra-ocular pressure. The term was 
originally coined because of the grey-green colour, as of a stormy sea, that 
the iris and pupil assumed in the acute form—known generally as ‘congestive 
glaucoma’ or ‘closed-angle glaucoma’, but it was later applied to the chronic 
form, in which the eye was uncongested and therefore showed no such 
colour change. There are thus two major clinical types of glaucoma that have 
little in common save a raised intra-ocular pressure that destroys the sight, 
quickly in the acute ‘congestive’ form, or slowly in the insidious form known 
as ‘simple glaucoma’. 
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In simple glaucoma, a slowly progressive encroachment of the fields of 
vision is characterized ophthalmoscopically by a cupping of the optic disc, 
and a palpably raised or unstable intra-ocular pressure; the latter is now 
generally agreed to stem from a physical obstruction to the drainage of the 
aqueous humour in its flow from the anterior chamber out into the episcleral 
veins. The exact site of this blockage is yet uncertain; it does not lie in 
the angle of the anterior chamber, for this can be seen to be normal when 
viewed with a gonioscope, so that the glaucoma presumably derives from 
obstruction in the trabeculz or else in the drainage channels distal to the 
circumferential canal of Schlemm. The nature of the blockage is equally 
obscure; in its later stages it is certainly associated with a widespread vaso- 
sclerosis throughout the eye, that may be causal or consequential, whilst in 
its early stages there are phasic variations in the intra-ocular tension that 
may well be due to a vascular instability, an intermittent vasoconstriction 
becoming gradually permanent as sclerosis supervenes. Sometimes the brunt 
of this vasosclerosis falls on the posterior segment of the eye, leading to 
cupping of the disc and field-defects without much, or even any, rise of 
tension, whilst it may equally affect primarily the anterior segment and cause 
a rise of tension without early cupping; sometimes both are uniformly 
involved, and the visual damage is proportionately greater. 

The diagnosis of simple glaucoma in its earliest stages will often call for 
some method of spotting the periodic increase in intra-ocular pressure caused 
by an underlying vasomotor instability, where an isolated estimate will only 
have an accidental success. Hence the value of the diurnal pressure curve 
when a variation of more than 5 mm. Hg may well indicate a dangerous 
liability. 

The advent of sclerosis in the posterior segment can at any rate be followed 
readily by the long-established methods of charting the visual fields with a 
perimeter or on a tangent ‘Bjerrum’ screen. Here the techniques have 
changed little, but a projected disc of light against an even grey or black 
surface is more foolproof than the familiar white target on the end of an 
imperfectly concealed wand or moving noisily down the groove of the 
perimeter-arm. Cupping of the optic disc, which tends to be proportional 
to this field loss, is again a difficult sign to evaluate in the earliest stages 
when it differs little from an enlarged physiological pit, but it tends to begin 
as a slight segmental hollow, generally in the lower temporal quadrant, 
later involving a kinking of the emergent vessels. 

The advance of sclerosis in the anterior segment causes a decreased 
facility of outflow of aqueous at the drainage angle; and this can be shown 
up by overloading this restricted outlet, either by forcing extra aqueous out 
of the eye, as by pressing on the sclera and noting the rate of change of 
intra-ocular pressure (the ‘bulbar pressure test’, elaborated by Blaxter at the 
Institute of Ophthalmology) or by drinking a large amount of water on an 
empty stomach, which osmotically increases the flow of aqueous. 

Thus, in treating simple glaucoma, the routine use of miotic drops should 
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prevail during the early stage of vasomotor instability, but once spasm yields 
to sclerosis, and the vessels become permanently narrowed, surgical drainage 
becomes necessary. 


In congestive glaucoma, now officially known as ‘closed-angle glaucoma’ 
(since tonic vasocongestion is absent in the earliest stages, and the congestive 
bouts of venous strangulation that characterize the later stages may even 
occur in the terminal stages of simple glaucoma), the periodic rises in 
pressure are due to a closure of the drainage-angle of the anterior chamber 
by an approximation of the root of the iris to the trabecule and the periphery 
of the cornea. These cases have a simple anatomical basis, with a shallow 
anterior chamber that makes the drainage-angle embarrassingly narrow and 
readily obstructed if the iris root is ballooned forwards—as is liable to happen 
at certain stages of pupillary dilatation in such shallow-chambered eyes. 
The underlying cause is probably more than a simple anatomical vagary 
since every patient with a shallow anterior chamber does not get glaucoma, 
so probably there is a similar instability which leads after suitable stimuli to 
periodic rises in tension within the blood vessels of the uveal tract, particu- 
larly in the ciliary body, provoking an excessive fluid egress into the posterior 
chamber. Hence its typical incidence in the excitable and worried patient 
during periods of travail. 


Diagnosis during the congestive attack is relatively easy, with the typically 
painful, congested and murky eye; but between the minor bouts that mark 
the earliest stages, the tension and discs will be normal and the fields 
unmarred. Here the diagnosis will rest upon the history of fleeting dimness 
and even haloes, the type of patient, and the presence of a shallow anterior 
chamber (especially if this can be shown by gonioscopy to be bordered with 
anterior synechiz). Finally, if doubt remains, a provocative test may be 
used to see if in fact the intra-ocular pressure rises after enforcing mydriasis 
with homatropine drops or a darkened room. 


In treating early congestive glaucoma, the traditional regime of miotic 
drops (eserine or pilocarpine) still stands, but nearly half the cases relapse, 
and then a small peripheral iridectomy, permitting the aqueous to by-pass 
the pupillary aperture, should render the eye safe against any damaging 
full-blown congestive attack. In late cases, in which copious peripheral 
anterior synechie have formed to encumber the drainage angle, a trephine, or 
one of the other drainage operations, is necessary to give the aqueous an 
alternative escape route. 

The use of oral acetazolamide (‘diamox’) in the treatment of all kinds of 
glaucoma is increasing. This is an anti-enzyme which inhibits carbonic 
anhydrase and its effect on the kidney leads to the production of copious 
alkaline urine. As it reduces the production of aqueous and so lowers intra- 
ocular tension, it is of great value when the primary treatment, designed to 
increase the aqueous outflow, has been unsuccessful. It can apparently be 
sustained for long periods without damage, although occasionally the side- 
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effects (paresthesia, gastro-intestinal upset, fatigue, polyuria) are too 
irksome to justify prolonged use. 


UVEITIS 

Uveitis, in which the brunt of the inflammation may fall either on the an- 
terior segment as an ‘iritis’ or ‘cyclitis’, or on the posterior as a ‘choroiditis’, 
is a familiar disease of great importance, since the sight is generally damaged 
by each attack, but, like glaucoma, it remains in most cases an etiological 
enigma. In former decades, the underlying cause was loosely attributed in 
turn to syphilis, focal infection, tuberculosis and bacterial allergy and, whilst 
it is true that some cases are indeed the legacy of such affections, how few 
these are is indicated by a detailed summary of the 200 consecutive cases seen 
last year at the Institute of Ophthalmology by Smith and Ashton (1955). 
Not one of these had a positive Wassermann or Kahn reaction; in only 
two cases was the gonococcal complement-fixation test positive and in 
neither instance was a history of venereal infection obtained, so that its 
diagnostic value is very doubtful. The results of the Mantoux test followed 
closely those to be expected in the population at large, although a high 
cutaneous sensitivity was more frequent in the group in which the uveitis 
involved the anterior rather than the posterior structures. In anterior uveitis 
the frequency of raised anti-streptolysin titres suggested an underlying 
streptococcal hypersensitivity. A normal blood count was the rule, and no 
correlation could be found between uveitis and haemoglobin level. A leuco- 
cytosis of over 12,000 per c. mm. was found in only 12 cases (five in anterior 
uveitis, one in posterior uveitis and six in total uveitis). Thirteen cases had 
a polymorphonuclear leucocytosis, and among these a source of infection 
was located in ten (two with positive gonococcal complement-fixation tests, 
three with staphylococcal infections, one with active pulmonary tuberculosis, 
one with Behcet’s disease, one with laryngitis, one with septic teeth and one 
with active toxoplasmosis). 

Serological evidence of toxoplasmosis infection was present in 43.9 per cent. 
of the patients as opposed to 25 per cent. of the normal population, and the incidence 
in posterior uveitis of 67.7 per cent. was suggestive that this infection may underlie 
many cases of acute choroiditis although there is as yet little confirmatory evidence. 

These results, which have been largely confirmed elsewhere ‘e.g. in 
England by Bennet, 1955), thus show that in not more than 10 per cent. was 
a definite pathological diagnosis established, and in nearly half of the cases 
there was no indication of the possible origin of the uveitis. So we continue 
to carry out the routine tests that tradition has established (chest x-ray, 
Wassermann reaction, examination of teeth and sinuses, and possibly a full 
blood count), but with the philosophical acceptance that they seldom offer 
any solution. 

In the treatment of uveitis, topical cortisone is of increasing service, since 
most of the attacks, if not certainly allergic in origin, are at any rate self- 
limiting, and a method of treatment that reduces the congestion and 
exudation, and therewith the amount of subsequent mechanical impediment 
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to vision, is of major importance, even if it has no effect on the qause or 
course of the inflammation. Atropine (or in cases of sensitivity, its synthetic 
equivalent ‘lachesine’) should be given as before, along with heat, a pad and 
sometimes a salicylate mixture. Topical cortisone has scant hope of reaching 
a focus of choroiditis, and systemic cortisone or corticotrophin has sometimes 
been used in such conditions (Hobbs and Simpson, 1953), although this 
treatment has not found general acceptance. 


CATARACT 

The extraction of senile cataract is probably the most important and the 
most frequently performed of all eye-operations, while at the same time 
one of the most fascinating and satisfying to the eye-surgeon. In consequence 
there is an uninterrupted flow of articles in the literature, each suggesting 
some minor variations of technique, or appraising the author’s method over 
his last few hundreds of cases. The operation: has certainly become much 
safer during recent years, with the judicious use of preoperative medication, 
satisfactory anesthesia and akinesia, whilst better instruments and sharper 
needles have prolonged the operation but have reduced the incidence of 
postoperative complications. The intracapsular technique, although tech- 
nically more difficult, is increasingly preferred since the postoperative 
uveitis is generally less troublesome, and a subsequent capsulotomy is 
avoided. The extracapsular method is still used in a large minority of cases, 
augmented by about a sixth of those which start as an intracapsular extrac- 
tion but, on rupture of the fine lens capsule, are completed as an ‘extra- 
capsular’. Against this recalcitrant group with friable capsules, as well as 
those whose capsules are too taut to grasp, the use of an erisophake—a 
flat-mouthed suction pipette—is becoming increasingly popular in the 
United States, but has yet to find more favour in Great Britain. 

The insertion of an acrylic lenticulus into the lens capsule from which 
the cataractous nucleus has been removed was first performed in London 
by Harold Ridley (1951), and since then has been reported in nearly every 
other country. This operation presents no great technical difficulties and is 
particularly suitable for cases of uni-ocular cataract in which full binocular 
vision can then be restored between the phakic and aphakic eyes, but even in 
bilateral cases the thick cataract-spectacles have mechanical, optical and 
esthetic disadvantages which the patient is glad to escape. The early promise 
of this daring operation has not been fully sustained and, although com- 
pletely successful in the majority of cases, it has often been followed by an 
inexorable postoperative uveitis. McKie Reid, in 1954, felt that there were 
grounds to suppose that this might become the method of choice, but its 
practice is still restricted to a very small selection of cases. The latest 
development of the acrylic lenticulus is its insertion into the anterior rather 
than the posterior chamber, so that it lies wedged between the cornea and 
the iris, not only in cases of uniocular aphakia but also to neutralize major 
refractive errors and anisometropia. Although this innovation has yet to find 
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acceptance in England, the early reports from Continental clinics are 
encouraging (Barraquer Moner, 1956). 


RETINAL DETACHMENT 

The operation of scleral resection, described in Reid’s 1954 survey as a new 
alternative to the traditional procedure of trans-scleral diathermy, has 
become further established during the intervening years, and is now, more 
often than not, the operation of choice. A further recent modification 
described by King (1956) entails an infolding of the scleral envelope without 
any resection: a simple procedure capable of more varied applications and 
attended by encouraging results. 

Meanwhile the management of retinal detachment has been greatly 
facilitated by the wider use of binocular indirect ophthalmoscopy (Schepens, 
1951; Fison, 1956). Finally, an entirely new approach, at any rate for shallow 
detachments, is offered by Meyer-Schwickerath (1956) who seals the 
choroid to retina around the initiating retinal tear, not by a diathermy on 
the exposed overlying sclera, but by focusing the light of an arc-lamp 
through the pupil, thus permitting an exact localization under direct vision 
with minimal operative trauma. 


CORNEAL GRAFTING 
The number of operations for corneal grafting has remained fairly constant 
during recent years, mainly restricted by the scanty supply of donor eyes, 
which have been, if anything, still less readily available in spite of energetic 
measures and publicity. The established indications and techniques have 
altered little, and the majority of surgeons in London still retain the graft 
in place by straddling it with sutures from limbus to limbus, whilst a 
minority prefer direct suturing of the edge of the graft to the recipient 
corneal bed. A minority also prefer one of the various types of splints, of 
which the latest modification was described by Ainslie (1956). An interesting 
new technique was developed by Leigh (1955) for cases of gross corneal 
opacification where the graft itself is so liable to become vascularized and 
opaque. He inserts two lamellar grafts, one in the central area of the opaque 
cornea and then one encircling this peripherally, before the final full- 
thickness graft is inlaid. 
THERAPEUTICS 

The continued production of new antibiotics and of new forms of the 
established favourites is echoed, as readers will be only too well aware, by 
an undiminished stream of circulars from the various manufacturers 
pressing ever more persuasively their varied claims. 

Antibiotics and sulphonamides.—Ideally, the choice of drug should depend 
upon a culture from the conjunctival discharge followed by sulpha- and 
antibiotic-sensitivity tests of the organisms that are isolated, but this official 
counsel has limited use in practice. Even if the preliminary two days’ 
freedom from any antiseptic drops can be ensured, the cultures are commonly 
pronounced (after a necessary two days’ further delay) to be ‘sterile’ and 
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such in vitro sensitivity is no guarantee of drug efficacy, so that the cruder 
method of trial-and-error after a preliminary guess at the likeliest organisms 
is often justified and still more often adopted. 

In general, penicillin, which is by far the cheapest, remains the application 
of choice in all minor inflammations, at any rate where the organisms are 
likely to be sensitive or, if not, where the delay in curbing such infections 
will occasion no great duress to the patient or damage to the eye, and 
especially where penicillin-allergy is unlikely to exist (as in children). Other- 
wise chloramphenicol is to be preferred, on account of its wide range, stability, 
penetrating powers, relative inexpensiveness and safety (topical applications 
carry no danger of aplastic anemia). Tetracycline is said to share these 
advantages (Abraham and Burnett, 1955). Chlortetracycline is less stable 
and penetrates less well, without any compensating advantages, but it is 
fairly widely used. Streptomycin is of value in the rare bacillary infections, 
but otherwise penetrates poorly and is relatively toxic, whilst polymyxin is 
an almost specific antidote to the rare but grave Pseudomonas infections. 

Combinations of antibiotics are tspecially recommended, potentiating one 
another by blocking alternative enzymatic pathways as well as countering 
naturally resistant strains. Good combinations include: penicillin and 
streptomycin; chloramphenicol and oxytetracycline; and polymyxin and 
bacitracin. 

Of the sulphonamides suitable for topical use, su/phacetamide continues 
its considerable popularity, which is in no way justified by the clinical and 
experimental evidence (Sorsby, 1953b). 

These topical antiseptics, whether as drops or ointment, reach the intra- 
ocular tissues with difficulty, so that it is not easy to control any post- 
operative infection once this has started. There is thus some indication 
for their prophylactic use, in spite of the risk of superinfection due to micro- 
organisms that are drug-resistant and to those that flourish when the 
competitive flora have succumbed to the elected drug, but for this reason 
such preoperative courses must be short. 

Anti-tuberculous drugs.—It is well-established that streptomycin and p.ara- 
aminosalicylic acid are both effective, especially in combination, whilst 
isoniazid and its isopropyl derivatives penetrate the eye well and form an 
effective supplemental therapy; but the tuberculous reaction takes so long 
to quiesce that even after four to six months of treatment an occasional 
flare-up is liable. . 

Cortisone.—Topical applications of cortisone have an increasing use, 
particularly in iridocyclitis, since the attacks are often self-limiting and the 
ultimate visual damage, as well as the pain, are largely proportional to the 
intensity of the exudation which cortisone will specifically suppress. In 
keratitis (especially the ‘interstitial keratitis’ of inherited syphilis) this is 
particularly important since the subsequent scarring (and consequent visual 
loss) is directly proportional to the severity of the intracorneal exudation and 
infiltration. When the cornea is ulcerated cortisone must be used with care 
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as it may inhibit epithelial regeneration, whilst pathogenic organisms which 
will in any event require antibiotic treatment are normally present. In iritis, 
cortisone is especially indicated when there is an unusually heavy exudate 
into the aqueous which may obstruct drainage and cause a secondary 
glaucoma; and it is almost obligatory in sympathetic ophthalmia, in which 
the prognosis is doubly grave since both eyes are involved. 

Phenylbutazone, like other more recently derived anti-inflammatory 
agents, has as yet had no fair trial in ophthalmic therapy. 

The use of the antthistamines in ophthalmology is gradually declining, 
but the related drug, chlorpromazine, is particularly favoured as an adjunct 
to anesthesia in ophthalmic operations (Nutt, 1955; Wilson, 1955). 

Hyaluronidase, which breaks down to some extent the barrier to fluid 
permeation in connective tissues, has had extensive trials in ophthalmology, 
but the weight of evidence condemns its intra-ocular use, and it has little 
beneficial effect in the clearance of vitreous hemorrhages. It has a limited 
value in encouraging the diffusion of various injected anzsthetics. 


SUMMARY 
The face of ophthalmology changes apace. Gonococcal ophthalmia, phlyc- 
tenular kerato-conjunctivitis and trachoma have become almost extinct in 
Great Britain, whilst retrolental fibroplasia should never occur again. The 
macular retinopathies are increasingly evident, but the last years have known 
great advances in the treatment of hypertension and in the elucidation of 


diabetes mellitus. 

Glaucoma remains a problem of great magnitude in spite of much research, 
and uveitis continues to perplex. New techniques have become established 
for cataract extraction and retinal detachment, whilst many new drugs have 
found a lasting place in ophthalmology. 
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WirTH the progressive subjugation, in recent years, of many human diseases 
to specific therapeutic agents, chronic rheumatic diseases along with the 
neoplastic diseases, the degenerative vascular diseases and the psychoses 
remain as major challenges to the medical profession. Despite the tremendous 
encouragement received from the demonstration that many of the mani- 
festations of rheumatoid arthritis can be dramatically suppressed, for a time 
at least, by corticoids, the fundamental nature of this disease and many 
related diseases remains obscure; the factors influencing its course for better 
or worse are only beginning to be appreciated ; and true curative therapy is 
certainly not at hand. 

Nevertheless, little by little, advances are being made in the treatment of 
chronic rheumatic diseases, and it is therefore appropriate from time to time 
to take stock of where we are and where we are going. In discussing the 
various disease entities, we shall indicate the treatment preferred by the 
arthritis study group at the Massachusetts General Hospital, the senior 
members of which have followed patients together since 1929. 


RHEUMATOID ARTHRITIS 

Rheumatoid arthritis remains a disease of unknown cause for which no 
‘specific cure’ is available. The tendency to unpredictable spontaneous 
remissions and exacerbations makes it extremely difficult to evaluate the 
results of treatment, and there is no absolute proof that any regimen alters 
the course of the disease. The value of the basic principles of rest, 
support of the patient in every way possible (mental, sociai, environmental 
and economic), salicylates, exercises, heat in various forms, physical support 
of joints, and adequate intake of protein, minerals and vitamins, however, is 
generally accepted though unproved. In the evaluation of other agents, 
notably hormones, phenylbutazone and gold, there is considerable difference 
of opinion. In our experience it is harmful to the patient, in general, to 
modify the basic regime because of the addition of any of these agents. 


CORTICOSTEROIDS IN RHEUMATOID ARTHRITIS 
The dramatic immediate effects of corticotrophin and cortisone on the 
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clinical, metabolic and histological manifestations of rheumatoid arthritis, 
so well demonstrated by Hench and his colleagues (1949), led to innumerable 
reports substantiating the striking anti-inflammatory action of these sub- 
stances. Subsequently, in an attempt to find less hazardous but equally 
effective drugs, the similar action of hydrocortisone, prednisone, predniso- 
lone and other corticoids has been well shown. The initial enthusiasm was 
gradually tempered by the increasing evidence of the dangers, such as 
increased tendency to osteoporosis, concealed and poorly handled infections, 
and psychoses, and by the demonstration of the fact that, as shown by 
progressive x-ray changes, the disease could progress under therapy despite 
suppression of symptoms and signs. 

Many trials, variously controlled, have been carried out in an attempt to 
compare cortisone (or other hormones) and aspirin in the treatment of 
rheumatoid arthritis. Under the auspices of the Medical Research Council 
and the Nuffield Foundation (1955), a controlled study of the effect of 
cortisone compared with that of aspirin was carried out. Early cases of 
three to nine months’ duration were chosen because at that time the disease 
process was ‘uncomplicated, either by severe anatomical changes in the 
joints or by metabolic disturbances resulting from a prolonged and debili- 
tating disease’. At the end of two years of treatment there was no significant 
difference between the two groups. In the study at present being conducted 
by the Empire Rheumatism Council (1955), the results of a one-year 
follow-up of 77 patients, whose disease was of all durations, showed no 
clinical or functional difference between the cortisone and aspirin groups. 
This held for number of joints involved, the functional capacity and the 
employment status. The only two significant differences observed were a 
decrease in sedimentation rate at two months and a rise in hemoglobin 
at six months in the cortisone group; these differences had disappeared at 
the end of the year. There was no significant difference in radiological 
progression between the two groups. The conclusion drawn from this 
investigation was that either aspirin or cortisone, plus a basic regime of 
general care, including physiotherapy and splints, will produce improvement 
in carefully selected patients. Similar results have been obtained in a com- 
parable study in children (Ansell et al., 1956). 

Experience concerning the benefits and hazards of prolonged treatment 
of rheumatoid arthritis by means of cortisone is accumulating (Howell and 
Ragan, 1956; Bunim et al., 1954; Hansen et al., 1955; Solem and Rémcke, 
1955). Our own series is composed of 53 cases*. Three of these patients, 
treated at the start of our experience, developed frank psychoses within one 
month of the onset of therapy. Since they were receiving doses in excess 
of 200 mg. a day for a greater period of time than we would now use in this 
disease, we have omitted these three cases from our present series. Of the 
remaining 50 cases, 27 are still receiving cortisone or other corticoid therapy. 





*We are indebted to Armour Laboratories, Merck & Co. Inc., the Upjohn Co., 
and the Schering Corporation, for the hormones used in these studies. 
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Cortisone has been discontinued in 23 individuals, for the following reasons: 
inadequate response (12 cases), death of the patient (5 cases), remission in 
underlying disease (4 cases, 3 of them children), and in 2 cases it was 
stopped because the patients thought it was bad for them. Of the patients 
who died, the death could be attributed in part to cortisone in two cases. 
It is of interest that cortisone has been discontinued in 22 of the 40 patients 
whose treatment was started over three and a half years ago, but in only 
one of the ten patients whose therapy has been started in the past sixteen 
months. 

Serious complications have developed in 18 patients. Duodenal ulcer and 
serious infection account for five each of these cases. Three patients 
developed severe congestive failure, two diabetes mellitus, one malignant 
hypertension, one patient became psychotic, and two developed pathological 
fractures of the spine. It is of interest, however, that only in three cases 
was cortisone discontinued because of its toxic effects (because of psychosis, 
malignant hypertension, and infection and extensive thrombophlebitis, 
respectively). 

Of the entire series of 50 cases, varying degrees of clinical improvement 
in the arthritis were observed in 36 cases. 

Although the selection of patients for corticoid therapy is a highly personal 
matter, and our group is not uniform in this regard, we agree in general 
that there are two chief medical indications for corticoid therapy in rheu- 
matoid arthritis, and one social one. The medical indications are: (i) ‘Those 
patients who, despite optimal conservative therapy of six or more months’ 
duration, develop progressive inanition and malnutrition due to the severe 
constitutional manifestations of the disease. (ii) Patients with iritis whose 
vision is being threatened or who are about to undergo surgery on their eyes. 
The social indication, with us the most common and controversial one, refers 
to those patients who fail to improve significantly after three to six months 
of conservative therapy and whose family or business obligations require 
that they return to work, even though it may carry a real future risk. 

We do not regard the presence of high fever, pericarditis, or other acute 
manifestations of active disease as an indication for corticoid therapy per se, 
since these manifestations themselves are usually transient and are rarely, 
if ever, life threatening. 

Because of the fact that we confine the use of corticoids to this small group 
of patients, we usually plan to continue therapy, if effective, even in the 
face of serious complications. Except for the group of patients receiving 
corticoids to allow them to return to work, cortisone is used to supplement 
the components of a full conservative regime, not to replace them. 

Our experience with prednisone is, for all essential purposes, the same 
as with cortisone, with the exception of lessened salt and water retention. 

The possibility of lessening the inflammation of an articulation by means 
of intra-articular injection of steroids has been amply demonstrated 

Hollander et al., 1951). Such treatment is of limited value in the managemen 
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of the disease except in the monoarticular form, but one must remember 
that removal of pain in monoarticular rheumatoid arthritis, particularly in a 
weight-bearing joint, may allow participation in normal activities, despite 
the fact that inflammation persists, and the rate of progression of intra- 
articular changes may be enhanced. Furthermore, it must be emphasized 
that rheumatoid arthritis, irrespective of the extent of articular involvement, 
is a systemic disease. In any event, the relief of symptoms usually persists 
for only four to fourteen days, and repeated injections are necessary to 
maintain any improvement. 


PHENYLBUTAZONE IN RHEUMATOID ARTHRITIS 

On the basis of our experience, we reserve phenylbutazone almost entirely 
for treatment of rieumatoid spondylitis, in which it is a very effective 
analgesic, in some cases producing an effect when aspirin has failed to 
relieve symptoms. Patients should be maintained on the smallest possible 
dose, 100 to 300 mg. a day often being sufficient. We cannot share the 
enthusiasm in many reports concerning the value of phenylbutazone in the 
treatment of peripheral rheumatoid arthritis. Furthermore, the toxic effects 
have been too frequent and severe (Mauer, 1955) to warrant continued 
use in large doses of an agent that produces little or no objective improve- 
ment and does not alter the course of the disease. 


GOLD THERAPY IN RHEUMATOID ARTHRITIS 

The value of gold in the therapy of rheumatoid arthritis has not been 
definitely established, despite the fact that it has been in use for nearly 
thirty years. It is generally agreed that it is not a specific or constantly 
effective treatment, but many competent rheumatologists believe that it 
constitutes a valuable addition to a broad therapeutic programme. Except in 
our initial studies (Short et al., 1946), however, we have not given gold alone 
or in combination with other medication, such as salicylates or hormones. 
Adequately controlled studies with random selection of patients from which 
one could obtain proof of the value of gold therapy are lacking. The results 
vary in the many relatively uncontrolled series. The percentage of patients 
going into remission or showing marked improvement ranged from 60 to 
go per cent. but a three-year follow-up showed a relapse rate of 75 per cent. 
(Ragan and Tyson, 1946). The ‘five-year cures’ in one series were 6.3 per 
cent. as compared with 9.2 per cent. in a group treated by simple medical 
and orthopedic measures (Short and Bauer, 1948). Recently it has been 
suggested that improvement with gold therapy is significant only in patients 
in whom ‘sensitivity’ skin reactions to the drugs occur. Further evidence is 
necessary to substantiate this hypothesis. 

The long list of remedies of questionable value that have been tried over 
the years need not be discussed in detail, since no consistent corroboration 
of initially reported therapeutic value has been obtained. Included in this 
group are: vitamin D; the combination of deoxycortone acetate and 
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ascorbic acid; removal of foci of infection; vaccine therapy; sulphur; cobra 
venom; prostigmine; pregnenolone; copper; thiouracil; placental ‘serum’ ; 
post-partum blood; antimalarials; and nitrogen mustard. 


CONSERVATIVE THERAPEUTIC REGIME 

In the absence of any evidence indicating a ‘specific’ remedy for rheumatoid 
arthritis—that is, a treatment that produces complete reversal of all mani- 
festations of the disease—the so-called conservative therapeutic regime 
becomes of major importance. The use of such a regime aims at increasing 
the patient’s resistance and supporting the natural forces which combat the 
disease, at the same time caring for the inflamed joints in such a manner as 
to promote healing and preserve function. An attempt to determine the 
value of such treatment was carried out by Duthie (Duthie et al., 1955). 
A two-year follow-up showed 70 per cent. of the patients to be markedly 
improved or in remission. In two similar series followed for ten or eleven 
years, 48 per cent. and 53 per cent. were in remission or markedly improved 
(Short and Bauer, 1948; Ragan, 1949). Unfortunately, statistical evidence 
is not available to aid in the evaluation of any therapeutic regime since the 
degree of improvement on many forms of therapy is the same (60 to 70 
per cent.). It cannot therefore be proved at present that the conservative 
regime alters the natural course of the disease. Conclusive evidence on this 
point would be of the utmost value. Our group, however, is of the opinion 
that the conservative programme lessens crippling deformities and tends to 
maintain joint motion, and may lessen the total activity of the disease. 

The fundamental importance of bed rest combined with generalized active 
exercises to maintain and improve joint and muscle function and prevent any 
ill-effects of continued rest is well recognized. Of equal, or greater, im- 
portance is the need to help the patient to attain the maximum degree of 
composure and adjustment to his life’s problems. This requires appreciation 
of the personality of the patient and as full knowledge as possible of the 
emotionally disturbing factors present before the onset of the disease and 
enhanced by the painful, disabling illness. This approach requires much 
time, as well as patience, true belief, ingenuity and equanimity on the part 
of the physician. 

In addition to rest, the necessity for adequate analgesia is recognized and 
aspirin should be given in full doses. It is still the drug of choice. We recommend 
that aspirin be given to the limit of tolerance. Either 0.6 g. every two hours, 
or 0.9 g. every three hours, should be given during the day and night until 
tinnitus appears. Aspirin is then discontinued until the ringing has dis- 
appeared, and on resumption the total 24-hour dose should be 0.6 to 0.9 g. 
less than the amount that produced tinnitus. Older people tolerate the drug 
less well, whereas children can tolerate a relatively larger dose than most 
adults. Any loss of auditory acuity is an indication for temporary dis- 
continuance of the drug and resumption at a slightly lower soktes prevent 
irreversible deafness. 
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Hot baths and frequent application of heat (preferably moist) to the 
inflamed joints and adequate support by splints in an optimal position lead 
to improved function and lessened deformity. The danger of immobilization 
in splints without removal at least three times a day for heat and exercises 
cannot be emphasized too greatly. The tendency for periarticular and intra- 
articular fibrous adhesions to form is extreme and makes it essential that 
joints be put through the full range of motion that is possible several times 
a day. Permanent ankylosis can be produced in an active rheumatoid joint 
by complete immobilization for as short a period as a week. 

Detailed discussion of the surgical procedures employed for the improve- 
ment of function and control of pain in patients with rheumatoid arthritis 
is not within the scope of this discussion. Mention should be made, however, 
of the benefit obtained from metatarsophalangeal joint resections, elbow 
arthroplasty, or fusion of wrist or ankle in carefully selected patients. We 
shall continue to favour the use of cup arthroplasty (Smith-Petersen, 1939) 
in the treatment of hip deformity unless it is eventually proved that femoral 
head prostheses produce more favourable results and fewer complications. 


DISSEMINATED LUPUS ERYTHEMATOSUS 
The treatment of disseminated lupus erythematosus is in many respects 
identical with that of rheumatoid arthritis, and evaluation of the results of 
therapy is equally difficult because of extreme fluctuations in the course of 
the disease. 

General treatment with bed rest, support of the patient in every way 
possible as already outlined, exercises, adequate intake of protein, minerals 
and vitamins, and symptomatic treatment, including transfusions, as in- 
dicated, is of major importance. It is our opinion that aspirin is the drug of 
choice even in the absence of marked joint or muscle symptoms. Remission 
is possible even in severely ill patients, and spontaneous remissions of this 
type have been maintained for as long as twenty-three years (Jessar et al., 
1953; Harvey et al., 1954; Bauer et al.). Evidence is not yet available to 
determine whether the incidence and duration of remissions maintained 
after discontinuance of hormone therapy are comparable. 

Our series of 15 patients treated with hormones includes 11 in whom the 
diagnosis is certain and four with probable lupus erythematosus dis- 
seminatus. The period of follow-up has been two weeks (in one who died) 
to five years. Of the 11 definite cases, four are still receiving treatment, one 
has been off treatment for four months, and six have died. In the probable 
group, which by definition represents less severe disease, three are still on 
treatment, and one has been off treatment for five years. Complications have 
included psychoses in four, severe gastro-intestinal hemorrhage in one, and 
in three, status epilepticus which may or may not have been related to the 
therapy. 

Decision as to whether hormones should be given must be made for each 
patient individually. As stated previously, we favour the use of aspirin in 
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full doses whenever possible, and hormone treatment should be reserved 
for patients in whom the disease is fulminating and fatality seems imminent. 


PERIARTERITIS NODOSA, DERMATOMYOSITIS, AND 

SCLERODERMA 
Periarteritis nodosa, dermatomyositis and scleroderma should be treated in 
essentially, the same way as rheumatoid arthritis and lupus erythematosus 
disseminatus. Salicylates are of symptomatic value and, as in the other 
diseases, may actually have an anti-inflammatory action in periarteritis 
nodosa and in dermatomyositis. Hormone therapy is of much less symp- 
tomatic value in these diseases and its use can be limited to the extremely 
ill patient with periarteritis nodosa or dermatomyositis who has serious and 
potentially fatal disease. There seems relatively little indication for its use 
in scleroderma. 


RHEUMATIC FEVER 

The preventive and therapeutic measures introduced during the past twenty 
years have contributed significantly to the control of rheumatic fever and 
will continue to modify favourably the course of rheumatic heart disease. 
These include preventive programmes, hormone therapy, the prevention 
and cure of bacterial endocarditis and commissurotomy. The question as to 
the best drug to use in treatment of acute rheumatic fever has not yet been 
answered. The initial reports concerning hormone therapy were in most 
instances overly enthusiastic and premature as regards the curative effect of 
corticotrophin and cortisone in the case of rheumatic fever. 

In order to establish the relative value of corticotrophin, cortisone and 
salicylates in the treatment of rheumatic fever and the prevention of 
rheumatic heart disease, a group of investigators in the United Kingdom, 
Canada and the United States undertook a unique cooperative study in 
January 1951 (Medical Research Council and American Heart Association, 
1955). The plan of study provided for uniform activity required for ad- 
mission to the study, the random allocation of patients to the three treatment 
groups, a definite dosage schedule of the drugs for a fixed period of time, a 
specified period of observation following treatment and a long-term follow- 
up schedule. A total of 497 cases from all three countries was included in 
the final analysis. There was no evidence that any of the three agents resulted 
in uniform termination of the disease and, on all treatments, some patients 
developed fresh manifestations. Treatment with either hormone resulted 
in more prompt control of certain acute manifestations, but this more rapid 
disappearance was balanced by a greater tendency for the acute manifesta- 
tions to reappear for a limited period upon cessation of treatment. Therapy 
with the hormones also led to more rapid disappearance of nodules and soft 
apical systolic murmurs. At the end of one year there was no significant 
difference between the three treatment groups in the status of the heart. 
One cannot conclude from the data that either corticotrophin or cortisone 
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is more effective than salicylates in the control of the acute illness or in 
prevention of heart disease. 

The objection has been raised that the doses of hormones employed in 
this study may not have been sufficiently large to suppress the carditis and 
thereby prevent or lessen the residual heart damage. In the past three years 
therefore relatively small groups of patients have been treated within two 
weeks of onset of the disease with larger doses (300 mg. of cortisone daily) 
and for longer periods of time. In these groups, the incidence of residual 
cardiac damage has been remarkably low: 17 to 38 per cent. (Greenman 
et al., 1953; Markowitz and Kuttner, 1955; Roy and Massell, 1956). Several 
factors, however, prevent any definite conclusions as to the value of hormone 
therapy in the prevention of heart disease: the small numbers of patients 
in the study groups, the relatively short follow-up periods, the inclusion of 
mild cases in the group treated early, and the impossibility of making an 
absolute diagnosis of rheumatic fever within one to two weeks in all cases, 
thereby allowing inclusion of patients with rheumatoid arthritis and little 
or no likelihood of having residual heart damage. 

The similarity of the course in patients receiving salicylates in the coopera- 
tive study to those receiving hormones has raised again the question whether 
salicylates may not have a beneficial action on carditis. There is at present 
no answer to this question. Some workers have considered the best results 
to be obtained by a combination of cortisone and salicylate therapy. We 
believe that the treatment of choice is salicylates, administered in full doses, 
and that hormone therapy should be employed only when salicylates fail 
to bring under control an apparently fulminating and seemingly fatal form 
of the disease. 

Penicillin should be given to patients with active rheumatic fever in 
adequate doses (e.g. 600,000 units of procaine penicillin in oil with 2 per 
cent. aluminium monostearate, intramuscularly every other day for four 
doses) to eliminate completely the hemolytic streptococci they may harbour. 
Similarly, the maintenance of prophylactic doses of penicillin thereafter is 
essential. ; 

THE PREVENTION OF RHEUMATIC FEVER 

The prevention of rheumatic fever is based on the ability of penicillin and 
sulphonamides to control the group A beta-hemolytic streptococcal infec- 
tions which precipitate first attacks and recurrences of acute rheumatic fever. 
The preventive measures can be divided into two categories: (1) The 
prevention of recurrences in known rheumatic patients by maintaining 
continuous prophylaxis against new streptococcal infections. (2) The pre- 
vention of initial attacks of rheumatic fever by prompt and adequate treat- 
ment of streptococcal pharyngitis in the general population. 

More than a decade ago it was established that new attacks of acute 
rheumatism in known rheumatic subjects could be prevented by the daily 
administration of sulphonamide compounds (Stollerman, 1954). Sub- 
sequently, similar results were obtained with penicillin. The importance of 
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continuous protection is made apparent by the results of serological and 
bacteriological studies which indicate that subclinical streptococcal infections 
can initiate new attacks and that it is unsafe in rheumatic subjects to wait 
for clinical signs of respiratory infections before starting antibiotic pro- 
phylaxis. The relatively lower toxicity of penicillin and its ability, as a 
bactericidal agent, to eradicate the carrier state make it the agent of choice. 
The generally accepted dosage schedules are: (a) Penicillin, 200,000 units 
twice daily by mouth; (b) Benzathine penicillin, 1.2 mega units intra- 
muscularly once monthly; (c) Sulphadiazine, 0.5 g. twice daily by mouth. 
The use of the monthly injection gives the physician assurance that the 
patient is actually 1sceiving the medication and offers him the opportunity 
to supervise the patient regularly. Prophylaxis must always be continued 
through adolescence and, at all ages, must be continued for at least five 
years after an attack, since the recurrence rate has been shown to be highest 
during this period. In fact, we would always consider seriously the advisability 
of continuing it throughout life. 

The possibility of preventing initial attacks of rheumatic fever by prompt 
and adequate treatment of streptococcal infections with penicillin has been 
proved by the well-controlled, large-scale studies carried out under the 
direction of Dr. Charles H. Rammelkamp at the Francis E. Warren Air 
Force Base (Wannamaker et al., 1951). The incidence of overt rheumatic 
fever was reduced from 3.6 per cent. to 0.17 per cent. in patients treated 
with one to three injections of depot penicillin. More recently it has been 
demonstrated that the development of rheumatic fever was reduced from 
20 cases in 450 to 3 in 420 patients even if penicillin treatment of streptococcal 
pharyngitis was delayed until nine days after onset (Catanzaro et al., 1954). It 
was concluded that the development of rheumatic fever requires the presence 
of living streptococci throughout convalescence from the original infection. 

Application of this principle to the civilian population is a more formidable 
task, but it is our opinion that all streptococcal infections should be treated 
as early as possible with penicillin. This requires 600,000 to 1,200,000 
units daily for seven to ten days, although some advise 1,200,000 units of 
dibenzylpenicillin in one single intramuscular injection. We consider the 
latter form of treatment to be less desirable, since it carries a 6 per cent. risk 
of reactions, such as fever, arthralgia, urticaria and prostration. 

The interpretation of the illnesses that follow mitral commissurotomy 
remains difficult, and there is no general agreement as to their etiology 
(Elster et al., 1954). All workers have noted recurrence of rheumatic fever 
in 5 to 20 per cent. of the cases postoperatively. We include the so-called 
post-commissurotomy syndrome in the rheumatic relapses, whilst others 
consider it not to be a manifestation of active rheumatic fever. The measures 
employed for prevention and treatment of rheumatic relapses after valvul- 
otomy include penicillin, salicylates and hormones. Elster concluded that 
the continuation of postoperative penicillin did not affect the incidence of 
the post-commissurotomy syndrome, whereas the incidence was thought to 
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be lessened by the continued use of aspirin or cortisone postoperatively. 
The consensus of opinion is that antibiotics do not affect the severity or 
duration of the disease. In regard to salicylates, there is less general agree- 
ment, but the majority of workers have concluded that salicylates lessen 
the symptoms and may shorten the course of the illness, and it is our opinion 
that they should be employed in full doses. 


DEGENERATIVE JOINT DISEASE 
The treatment of degenerative joint disease is limited essentially to the 
articulations. ‘The importance of decreased use of the joints, especially in 
weight bearing, and lessening of the load by reduction of excessive body 
weight is well recognized. The most satisfactory analgesic is aspirin which 
should be used to the point of tolerance. Exercises to maintain good muscle 
tone and support of joints, and the application of heat to joints are of value. 
Surgical treatment is considered chiefly in severe involvement of the hip. 
Section of sensory nerves has been used, but recurrence or progression of 
symptoms often occurs. Vitallium cup arthroplasty has been satisfactory in 
many cases, with relief of pain and decreased disability in the majority of 
cases. We prefer this to arthrodesis which some surgeons consider the pro- 
cedure of choice. Mechanical defects in bones or joints that enhance the 
development of degenerative joint disease should be repaired when possible. 


GOUTY ARTHRITIS 
Gratifying developments in the therapy of gout have occurred during the 
past five years. With experience in the continuous use of uricosuric agents, a 
more hopeful attitude towards the management of chronic gout has emerged 
as chronic joint symptoms lessen, tophi regress in size, acute attacks may 
be reduced in frequency, serum uric acid can be maintained at normal 
levels, and some radiographic abnormalities are reversed. 

Acute gouty arthritis represents no major therapeutic problem. Colchicine 
remains the drug of choice and is effective in 80 to go per cent. of the attacks. 
We prescribe 0.5 mg. every hour or 1 mg. every two hours (during the night, 
if necessary) until relief from pain is obtained or until diarrhoea or nausea 
and vomiting result, when the drug is discontinued. Colchicine by the intra- 
venous route has also been used, but further experience is required in order 
to establish the superiority of this mode of administration over oral therapy. 
The amount used has varied from 0.25 to 0.3 mg. in 1 to 5 ml. of normal 
saline in a single dose. Intravenous colchicine in doses of 1 to 3 mg. is safe, 
rapid and effective and does not produce gastro-intestinal toxicity. 

For patients in whom acute attacks are refractory to colchicine, other 
agents are available. Phenylbutazone is highly effective and were it not for 
its relatively large number of side-reactions, it would be equal in popularity 
to colchicine. A dose of 200 mg. four to six times a day for two days with a 
reduced dose for two to three more days is usually adequate but, because 
toxic effects may occur, its use should be reserved for those patients who 











TREATMENT OF CHRONIC RHEUMATIC DISEASES 44I 


show intolerance or unresponsiveness to colchicine. Corticotrophin, cortisone 
and hydrocortisone are capable of inducing remissions in acute gouty 
arthritis, but exacerbation may follow the withdrawal of medication unless 
colchicine is given concurrently and continued for some time afterwards. 
These agents afford no advantage over colchicine. Recently, ‘colcemid’ 
(demecolcine) has been introduced in the treatment of acute attacks, in doses 
of 1 mg. every hour for five to eight hours (Colsky et al., 1955). Experience 
with this drug is limited but, if it proves to be as effective as colchicine, the 
decreased incidence and severity of gastro-intestinal symptoms will make it 
a valuable addition to the agents available for the treatment of gouty 
arthritis. 

Whichever drug is used, general treatment with bed rest, liberal intake of 
fluids, application of cold to joints, immobilization of joints and administra- 
tion of opiates as necessary, is of value. 

When acute attacks are frequently recurrent, the regular ingestion of 
small doses of colchicine appears to reduce the frequency of acute episodes. 
For this purpose, the minimum effective dose varies between 0.5 mg. and 
2 mg. a day. Drug tolerance does not develop, and no toxicity has thus far 
been detected. Before and following surgery, colchicine should be given in 
doses of 0.5 mg. three times a day to reduce the high incidence of acute 
attacks precipitated by operative procedures. 

In chronic gout, the high miscible pool of uric acid can be reduced to 
normal by uricosuric agents, the two main alternatives being probenecid 
(Gutman, 1951) and salicylates (Marson, 1954). A daily dose of 1 to 3 g. of 
probenecid (2 g. almost always suffices) in two or three equal portions 
is required in most patients to maintain the serum uric acid at a normal level. 
Probenecid is not administered to prevent acute attacks of gouty arthritis 
(though their frequency may be reduced), but rather to bring the serum urate 
concentration to normal and prevent deposition of urates in tissues (tophi) 
and to permit regression and, if possible, disappearance of tophi. Further- 
more, it is hoped that prevention of urate deposits may eventually lessen the 
frequency of the serious complications of the disease. Whether or not 
prolonged probenecid therapy will reverse the changes in gouty kidneys in 
relatively early stages remains to be determined. After a variable period of 
probenecid administration (2 to 24 months or more), the symptoms of 
chronic gouty arthritis are almost invariably relieved. Probenecid is a safe 
drug with relatively minor and infrequent toxic effects, but during the first 
few weeks of therapy care must be taken to prevent the formation of renal 
stones by maintaining a high fluid intake and an alkaline urine. It has 
been reported that the administration of salicylates concomitantly with 
probenecid nullifies the uricosuric effect, but Marson was unable to confirm 
these reports. 

An immediate uricosuric effect of salicylates has been well demonstrated, 
but only recently has evidence accumulated to indicate that the effect may 
be sustained. Marson has demonstrated the ability of sodium salicylate, 
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when administered in daily doses of 5 to 6 g., to maintain the serum uric 
acid of chronic gouty individuals at a normal or near normal level for three 
years or more, and to influence the clinical course as favourably as probenecid. 
Furthermore, Benedict et al. (1950) noted a marked decrease in the uric 
acid pool in one subject four months after the beginning of high salicylate 
intake. Salicylates are effective only in doses of over 4 g. a day. Actual 
retention of uric acid has been observed when doses of 1 to 2 g. were given 
(Bauer and Klemperer, 1944). 


The role of diet in gout has been greatly emphasized. Foods with a high 
purine content undoubtedly increase the uric acid pool in the body, and a 
high-fat diet is said to cause uric acid retention by diminishing the renal 
excretion. Consequently, on theoretical grounds, the purine and fat content 
of the diet should be low, but it is doubtful whether such restrictions 
significantly change the clinical course of gout. Patients should eat a normal, 
balanced diet, omitting foods with high purine content such as sweetbreads, 
anchovies, liver and kidney and reducing the intake of beef and leguminous 
vegetables. 


THE SPECIFIC INFECTIOUS ARTHRITIDES 

Infectious arthritis due to specific organisms has been much less frequent 
since the introduction of antibiotics, with resulting control of foci of infection 
before involvement of joints occurs. This has been especially apparent in 
the case of gonococcal arthritis, formerly a common but now a relatively 
rare disease. When arthritis does occur, it usually responds well to treatment 
with antibiotics. Repeated aspiration of the involved joints, as soon as fluid 
occurs, is of value and should be performed even in cases in which the 
infecting organism is sensitive to the antibiotic employed. In the case of 
organisms resistant or only slightly sensitive to any antibiotic, as for instance 
bacteroides, repeated aspiration is of major importance. Open drainage of 
joints should be avoided if possible. 


The major advance in the treatment of tuberculous arthritis has been 
the introduction of chemotherapy (Stevenson, 1954; Wilkinson, 1954; 
Lincoln, 1956). In some cases, especially in disease of the knee and the 
hip with relatively little bone involvement, antibiotic therapy has been 
found to be adequate to produce quiescence and perhaps a cure. More 
commonly, it has made possible successful surgery even in the presence of 
active disease with abscesses. It should be emphasized, however, that 
chemotherapy cannot supplant constitutional treatment. The best available 
combination is isoniazid, 4 mg. per kg. of body weight daily, given orally in 
two portions; and para-aminosalicylic acid (PAS) orally in a dose of 15 g. 
a day. This affords high bactericidal action and prevents the development of 
resistant organisms for approximately three months. If greater resistance 
of organisms develops subsequently, streptomycin should be added in a 
single dose of 1 g. a day intramuscularly. 
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CONCLUSION 
It is hoped that this review of advances in the treatment of chronic rheumatic 
diseases will serve to stimulate practitioners caring for patients with these 
disorders to approach this task with a more optimistic point of view. If they 
do, they will find treatment of the patient with rheumatic disease a more 
rewarding experience in the future than they have in the past. 


This is publication No. 196 of the Robert W. Lovett Memorial Foundation for 
the Study of Crippling Diseases. 

The expenses of this investigation have been defrayed in large part by a grant 
from the Commonwealth Fund, with additional support from the United States 
Public Health Service. 
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ADVANCES IN THE TREATMENT OF 
DISEASES OF THE LIVER 


By SHEILA SHERLOCK, M.D., F.R.C.P. 
Physician and Lecturer, the Department of Medicine, Postgraduate Medical School 
of London 


ALTHOUGH the last ten years have seen major advances in the treatment of 
liver disease, these have been in the improved management of the various 
complications rather than specific cures of the underlying conditions. 


ACUTE HEPATITIS 

The hepatotrophic viruses responsible for infective hepatitis and serum 
hepatitis have still not been adequately identified or cultured, neither has a 
susceptible experimental animal been discovered. The time during which the 
virus is present in the blood and, in the case of infective hepatitis, in the 
feces is therefore uncertain, It is probably wise to isolate the patient for the 
first week of jaundice and to take special care in disposal of excreta. In view 
of possible persistence of virus in the blood, convalescents should be banned 
from ever donating blood. There is no safe way of sterilizing human blood 
or plasma of the hepatitis virus and instances of hepatitis have occurred in 
recipients of blood previously treated with ultra-violet irradiation or to 
which f-propiolactone has been added. Transmission of virus hepatitis by 
imperfectly sterilized syringes or needles is prevented by dry heat steriliza- 
tion to 180° C. for one hour or by boiling for five minutes (WHO, 1953). 

It is usually recommended that the patient with acute hepatitis should be 
kept in bed until symptom free, clear of jaundice and until the liver edge is 
no longer tender. Recently an investigation was made of an epidemic 
occurring in United States Army troops in Korea (Chalmers et al., 1955). 
The patients were allowed out of bed regardless of the degree of jaundice, 
provided they felt well and took one hour’s rest after each meal. Although 
they were not discharged until free of jaundice, the time in hospital was 
shortened and the relapse rate did not increase. It is emphasized that these 
observations apply to previously healthy young men, that the epidemic was 
mild and that the patients were supervised in hospital. I have applied this 
principle cautiously to hospitalized patients and relapses have not occurred. 
The patient treated at home, however, should certainly not be allowed this 
regime of early activity. Recurrences are more frequent when the patient 
continues at work through the jaundiced stage and this is especially so in 
housewives, who sometimes do not go to bed at any stage of the disease. 

The only rationale of a low-fat diet is palatability to the anorexic patient. 
As nausea goes and appetite improves the diet can be full and the patient 
should be encouraged to eat abundantly, for recovery is hastened by forced 
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feeding. Dimenhydrinate may be useful if nausea is troublesome. Alcohol 
abstinence should be urged for at least six months, and preferably for one 
year, after recovery from virus hepatitis. 

Cortisone and corticotrophin result in a rapid fall and a lower peak in the 
serum-bilirubin concentration with more rapid reversion to normal of the 
thymol and cephalin cholesterol tests (Sborov et al., 1954). These drugs 
must be continued well into the convalescent stage, because premature 
withdrawal leads to relapse. Prolonged administration of these hormones 
carries the usual complications. In a disease such as hepatitis which tends 
towards spontaneous recovery, the benefit is not sufficient to justify their 
routine use. They may be considered in the patient who is deeply jaundiced 
for several weeks, and in relapses (Sborov et al., 1955). The prognosis is so 
poor in the fulminant case that steroid therapy must be considered although 
results are unconvincing. Patients with liver disease have a tendency to 
retain sodium and water and this is enhanced by cortisone. It is therefore 
preferable to use the newer preparation, prednisolone, which has virtually 
no salt-retaining properties. 


DRUG JAUNDICE 

This may complicate treatment with chlorpromazine and, rarely, with 
methyltestosterone, organic arsenicals, phenylbutazone and para-amino- 
salicylate. The jaundice is of obstructive type with pale stools and dark 
urine but no obstruction is found in the extrahepatic biliary passages. If 
unnecessary surgical operations are to be avoided, every patient with jaundice 
must be questioned about previous drug therapy. The illness is usually mild 
and recovery uneventful with bed-rest only. 


CIRRHOSIS OF THE LIVER 
Cirrhosis discovered by chance at a routine medical examination or at 
laparotomy does not need active treatment. The patient should be advised 
to restrict alcohol intake and to take a good mixed diet. 

The place of dietary supplements such as methionine and choline has 
now been more carefully evaluated. They do not hasten recovery and, if the 
patient is in liver failure, may not be utilized and can be recovered in the 
urine. Methionine may induce hepatic coma in some patients with cirrhosis 
(Phear et al., 1956). There is no valid indication for their continued use in 
the treatment of liver disease. 

There have been major advances in the management of the three main 
complications of cirrhosis: hepatic coma, ascites and portal hypertension. 


HEPATIC COMA 
Mental symptoms and coma have long been regarded as serious and often 
terminal complications of liver disease. Within the last few years, the 
mechanisms of their production have been better understood and this has 
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led to a more rational regime offering considerable hope of success. More- 
over, the changes preceding coma are better recognized and treatment is 
instituted earlier. The syndrome may be associated with all types of liver 
disease, although the most usual are portal and biliary cirrhosis and, less 
often, acute virus hepatitis. In cirrhotic patients the condition may occur 
acutely, often following a precipitant which depresses liver function, such 
as gastro-intestinal haemorrhage or surgical trauma, or in a chronic form in 
association with an intensive portal venous collateral circulation (Summer- 
skill et al., 1956). The neuropsychiatric syndrome consists of progressive 
impairment of emotional control and intellect, the patient passing from 
stupor into coma. Common motor signs are a ‘flapping tremor’ of the out- 
stretched hands and increased muscle tone with hyper-reflexia and ankle 
clonus. Feetor hepaticus is a sweet, slightly faecal odour constantly present 
in the breath of patients in impending coma. 

A picture similar to that of spontaneously developing hepatic coma can 
be induced in some patients with liver disease by the oral administration of 
either a high-protein diet or nitrogenous sybstances such as ammonium 
salts, urea and methionine (Phillips et al., 1952; Sherlock et al., 1954). 
The toxic, nitrogenous material in the intestines is believed to reach the 
systemic circulation, and thus the brain, by passing through a diseased liver, 
portal collateral vessels, or by both routes (portal-systemic encephalopathy) 
(Kirk, 1936; White et al., 1955). It has been suggested that the toxic 
substance is ammonia, and blood ammonia values are often, although not 
constantly, raised in hepatic coma. 

Although there is speculation concerning the nature of the toxic material, 
it is generally agreed that it can be derived from protein in the intestine and 
that dietary protein should be withdrawn from patients in impending 
hepatic coma. At least 1,600 calories are supplied daily as glucose drinks 
or as 20 per cent. glucose through an intragastric drip. When necessary, 
40 per cent. dextrose is used intravenously through ‘polythene’ tubing 
introduced via an antecubital vein into the innominate vein or superior 
vena cava. Small veins would be thrombosed by glucose of this strength. 
Care is taken to avoid fluid overload: urinary volume is measured and the 
lung bases and jugular vein filling are examined regularly. Potassium sup- 
plements are often needed when glucose is the only source of calories. ‘The 
exact amount is dictated by the history of the patient, serum-potassium 
values and electrocardiographic changes. During recovery, protein is added 
in 20 g. increments on alternate days, divided between four meals. Any 
relapse is treated by a return to the former regime. Patients with an acute 
episode of coma soon achieve a normal dietary protein intake. The chronic 
group with an extensive pertal-systemic collateral circulation, in whom 
fluctuating neuropsychiatric changes occur for months and even years, 
require permanent protein restriction, the limit of tolerance being 40 to 50 g. 
a day (Summerskill et al., 1956). 
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Chlortetracycline, given by mouth, protects patients with liver disease 
from the adverse neyrological effects of oral di-methionine (Phear et al., 
1956). The small-gut bacterial flora is increased in patients with hepatic 
cirrhosis, and the number of organisms and their effect on methionine is 
much reduced by the antibiotic (Martini et al., 1956). These findings sup- 
port the recommendation of broad-spectrum antibiotic therapy by mouth. 
Oral chlortetracycline is given (if necessary by stomach tube) in a loading 
dose of 2 g., followed by 0.5 g. six-hourly for the duration of the symptoms 
or for a maximum of one week. Diarrhcea may complicate chlortetracycline 
therapy and necessitate withdrawal. Long-term use is also associated with 
the emergence of resistant organisms. Neomycin (8 g. daily) may well be 
the more satisfactory antibiotic for routine use in the treatment of hepatic 
coma, although, at the present time, it is very expensive. 

Patients in impending coma are extremely sensitive to sedatives and, 
when possible, these are avoided. If the patient is uncontrollable, half the 
usual dose of pentobarbitone is given; morphine is absolutely contra- 
indicated. Drugs known to induce hepatic coma, such as ammonium salts, 
ammonium exchange resins, methionine, urea and acetazolamide, are dis- 
allowed. Any precipitant is treated : this is often gastro-intestinal haemorrhage 
which increases the intestinal nitrogen content and causes hypotension and 
anzmia which further impair liver function. 

Glutamic acid therapy is based on the supposition that ammonium toxicity 
is important in the genesis of hepatic coma. Glutamic acid should react 
with the ammonium, forming innocuous glutamine (Walshe, 1953). Good 
results have been claimed in several small series, although these have not 
been confirmed by wider application under controlled conditions. Results 
are not sufficiently impressive to warrant using glutamic acid in hepatic coma. 
In a series of 47 patients in acute hepatic coma or pre-coma due to acute 
virus hepatitis or cirrhosis, treated by the conservative regime of emptying 
the intestines and keeping them free of all nitrogen-containing material, 
with oral chlortetracycline and energetic treatment of any precipitating 
factor, 24 recovered; eleven of these had been in deep coma (Sherlock et ai., 


1956). 


PORTAL HYPERTENSION AND GASTRO-INTESTINAL 
H ZMORRHAGE 
Bleeding from cesophageal or gastric varices is a common mode of termina- 
tion in patients with cirrhosis. Death is usually due to precipitation of 
hepatic coma and, provided treatment is adequate, can rarely be attributed 
merely to blood loss. Any gastro-intestinal hemorrhage in a patient with 
cirrhosis must be regarded as an acute medical emergency and demands 
immediate admission to hospital. The bleeding may be a slow ooze, and 
overt hzmatemesis or melzna be delayed for some hours. Gastric contents 
should therefore be examined and a rectal examination be performed in all 








448 THE PRACTITIONER 


patients with cirrhosis who deteriorate unexpectedly. Alternatively, the 
bleeding may be so massive that death results in a.matter of hours, and 
transfusion must therefore be immediate. This may need to be prolonged, as 
repeated haemorrhages 

are frequent. A piece of 

plastic tubing threaded BALLOON, oe 

into a large vein is Y7UBE TO 
often the surest way LL00N 
of delivering a constant 
supply of blood. Fresh 
blood should be used 
if possible as this sup- 
plies coagulation factors 
which may be deficient 
in patients with liver 
disease. 

The ceesophageal compression tube (Sengstaken and Blakemore, 1950) has 
proved a life-saving measure (fig. 1). 

The three-!umened tube is passed through the mouth into the:stomach. The 
gastric tube is filled and a moderate degree of traction applied by anchoring the 
tube to the cheek with adhesive tape. The position of the gastric balloon is checked 
radiologically by filling it with 120 ml. of water to which 20 ml. of diodone have 
been added. This balloon is enough to stop bleeding by obstruction of the sub- 
mucosal veins of the fundus through which blood enters the esophageal varices. 
In addition, a further sausage-shaped balloon is inflated in the esophagus at a 
pressure of 20 to 30 mm. Hg. This is sufficient to overcome the portal venous 
pressure. A third tube leads into the stomach for feeding and aspiration. 

The stomach is aspirated hourly and samples preserved in a test-tube rack. 
It can thus be seen whether bleeding is controlled. The tube is usually only 
necessary for two to three days. Withdrawal may be considered when the 
gastric aspirate has been clear for twenty-four hours. A special nurse is 
needed while the tube is in position, for upward displacement may lead to 
obstruction of the posterior pharynx and asphyxia. This is treated by 
transection of the tube with scissors. The patient with bleeding esophageal 
varices should receive only glucose, sedation should if possible be avoided, 
and repeated examination be made for the early signs of hepatic coma. 

Surgical treatment.—Definitive surgical treatment involves diversion of 
portal venous blood from the danger area at the lower end of the esophagus, 
with or without reduction of general portal-venous pressure. Surgery is 
indicated only for the relief of haemorrhage and should never be performed 
prophylactically just because the patient has cirrhosis and splenomegaly 
and varices have been demonstrated in the esophagus. 

Porta-caval anastomosis is the method of choice. The main portal vein, 
with a high pressure in it, is joined end-to-side with the inferior vena cava 
which is a low-pressure system. Anastomosis of the splenic vein with the 
renal vein (spleno-renal anastomosis) usually provides too small a shunt for 
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Fic. 1.—The Sengstaken gastro-cesophageal tube. 
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effective reduction of portal venous pressure. These operations can only be 
performed in patients with good liver function; otherwise the mortality 
from liver failure may be as high as 40 per cent. Ascites and jaundice are 


LIVER CELL FAILURE OBSTRUCTION TO PORTAL BLOOD FLOW 


FAILURE TO SYNTHESIZE 4+ PORTAL HYPERTENSION 
ALBUMIN 


ASCITES 









FLUID DEPLETION 
ALDOSTERONE PRODUCTION 


SODIUM & WATER RETENTION 


Fic. 2.—-The mechanism of ascites production in cirrhosis 
of the liver. 


therefore contraindications. Chronic neuropsychiatric changes resembling 
those seen in hepatic pre-coma and coma follow the operation in about 10 per 
cent. of patients. A history of previous spontaneous episodes of coma is 
therefore also a contraindication to the operation. The portal vein must be 
patent and suitable for anastomosis, for thrombosis of the portal vein com- 
plicates cirrhosis in about 15 per cent. of patients. Patency can be ascertained 
by the technique of transplenic portal venography. Diodone is injected into 
the spleen, passes into the splenic vein and outlines the portal vascular bed 
which is visualized by serial x-rays (Atkinson e¢ al., 1955). This is an essen- 
tial preoperative investigation. If the patient is not suitable for porta-caval 
anastomosis, cesophago-gastrectomy is a useful palliative alternative. Either 
operation may be considered as an emergency measure if bleeding con- 
tinues after ten days’ use of the esophageal compression tube. 


ASCITES 
The two most important contributory factors in ascites production are 
lowered colloid osmotic pressure due to failure of the liver to manufacture 
albumin, and portal hypertension (fig. 2). Raising plasma osmotic pressure, 
for instance by human albumin infusions, is of only transitory benefit. In 
the presence of ascites it is not safe to lower the portal venous pressure by 
surgery. There is, however, also an intense sodium retention, presumably 
due to secondary stimulation of the adrenal cortex to produce aldosterone, 
and the sodium content of body secretions such as urine, faeces, sweat and 
saliva is negligible. Virtually all the sodium taken with food is retained 
with water to form ascites and, on an unrestricted intake, repeated para- 
centeses are necessary. Each tap results in a loss to the body of the protein 
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contained in the ascitic fluid and, as ascites reaccumulates, this is made up 
by protein manufactured with difficulty by the failing liver (fig. 3). The 
patient shows progressive loss of flesh. Reaccumulation of ascites can be 
prevented by rigid restriction of dietary 








sodium. The drain of protein into the RRR SS 

ascites is stopped and the patient gains 

flesh. Plasma albumin rises until it : —— — 

reaches levels so high that ascites ~! 

formation ceases. T TI I 
At the outset one paracentesis is P1. Aten 309 Ot Aaah 869 

performed and the low-sodium regime Strect Sah Pree Diet Ne Further Tap 

(22 mEq. = 0.5 g. of sodium daily) ~ 

instituted in a hospital with first-class i 

dietetic facilities. After about two : 

months it can be continued at home. 

These patients benefit from a high- —°- Albumin 319 OLED Ete 


protein diet and this should only be F's. _—— showing the effect of 
. ; . ‘ ietary salt restriction in the treat- 
reduced if the signs of impending coma mane of ciechosie of the liver. 
develop. Most natural protein foods 
contain much salt so that, to achieve a satisfactory intake, salt-poor protein 
supplements such as ‘casilan’ must be used. Mercurial diuretics are given 
twice weekly with ammonium chloride, 3 g. a day, and potassium chloride, 
1 g. a day. It is most unusual for this small dose of ammonium chloride to 
precipitate hepatic coma. With this routine about a third of the patients 
lose their ascites, a third are controlled but die within a year of one of the 
other complications of cirrhosis, and a third deteriorate rapidly, usually with 
deepening jaundice and coma. 


MANAGEMENT OF JAUNDICE 
Medical treatment.—While the stools are acholic, dietary fat is restricted. 
Provided the patient does not show the features of impending hepatic coma, 
a high protein intake is encouraged. 

Itching is treated by phenol and calamine lotion and by antihistaminic 
drugs. If it becomes intolerable, methyltestosterone, 25 mg. daily sub- 
lingually, may be used, although this has the disadvantage of increasing 
the jaundice and causing masculinizing features in women (Lloyd-Thomas 
and Sherlock, 1952). Prednisolone is also sometimes effective. Hormone 
therapy should never be given for the transient pruritus associated with 
acute hepatitis. 

When infective cholangitis complicates obstructive jaundice, it may be 
temporarily controlled by tetracycline therapy, although operative relief of 
the obstruction is essential for permanent cure. 

The place of surgery.—It should rarely, if ever, be necessary to resort to 
operation to diagnose the type of jaundice, although it may be necessary to 
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elucidate the cause. If there is any doubt, it is better to wait three or four 
weeks rather than explore the bile passages of a patient with hepatocellular 
jaundice and so run the very real risk of precipitating acute liver failure. The 
intervening period is occupied by careful clinical observation, daily examina- 
tion of urine and stools, and weekly routine biochemical tests. If there is 
still doubt, needle biopsy is a usual preliminary to surgery. The patient 
rarely suffers from the delay. Biliary cirrhosis will not develop in a matter of 
weeks. If the diagnosis is carcinoma of the pancreas or biliary ducts or 
metastatic carcinoma, the chances of a radical removal are so remote that 
they are unlikely to be affected by the delay. Jaundice is rarely a surgical 
emergency. When operation is indicated, the exploration should be thorough. 
If diagnostic doubt remains, operative liver biopsy and operative or post- 
operative cholangiography performed by the injection of radio-opaque 
material into the biliary passages are essential. Even with the newer contrast 
materials, cholecystography is useless, for sufficient material is not excreted 
in the presence of jaundice for worth-while films to be obtained. 
I wish to thank Mr. Frank Saunders for drawing the figures. 
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ADVANCES IN THE TREATMENT OF 
VIRUS DISEASES 


By C. H. STUART-HARRIS, M.D., F.R.C.P. 
Professor of Medicine, University of Sheffield 


THE authors of a recent review (Matthews and Smith, 1955) state that apart 
from the lymphogranuloma-psittacosis group of large animal viruses, there 
is no well-established case of the effective use of chemotherapy for any virus 
disease. This viewpoint from an authoritative source bears out the dis- 
appointment which the past few years have brought to those engaged in 
research on the chemotherapy of viruses. Ten years ago (Stuart-Harris, 
1946), and again five years ago (MacCallum, 1951), when articles dealing 
with advances in the treatment of virus diseases appeared in this journal, 
there was hope that effective chemotherapy against viruses was just around 
the corner. This sprang largely from the demonstration that it was indeed 
possible to obtain just as brilliant results against certain organisms hitherto 
recognized as viruses as against the bacteria. Rickettsial infections were thus 
the first to yield to a chemical attack by the antibiotics of the chloram- 
phenicol-oxytetracycline-chlortetracycline group. The lymphogranuloma- 
inguinale and psittacosis viruses also appeared susceptible to attack either 
by the sulphonamides or by penicillin or the broad-spectrum antibiotics. 
Indeed the latter, of which chlortetracycline is perhaps the most effective, 
are recognized therapeutic agents in lymphogranuloma, psittacosis and 
trachoma. But neither the rickettsie nor the psittacosis-lymphogranuloma 
group is now accepted as belonging to the same category of micro-organisms 
as the smaller viruses familiar in such diseases as influenza, herpes febrilis 
or smallpox. Indeed, one of the reasons advanced by Bedson et al. (1955) 
for agreeing to the separation of the psittacosis-lymphogranuloma group 
from the viruses was their susceptibility to the sulphonamides and 
antibiotics. 
THE UNIQUENESS OF VIRUSES 

Before considering the present position concerning the smaller viruses 
therefore, it may be as well for us to consider why these have proved so 
unresponsive to present-known chemotherapeutic agents. It seems probable 
that the difficulty lies in the method of multiplication of viruses which 
appears to be unique among the micro-organisms. In the past it was recog- 
nized that viruses were intracellular parasites largely dependent upon the 
metabolic processes of their host cells for their multiplication. Yet until 
recently few authors accepted that viruses multiplied in any way other than 
that of binary fission. Now, however, studies of the growth cycle of viruses, 
of events immediately following upon the penetration of cells by virus 
October 1956. Vol. 177 (452) 
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particles and even upon the photographic demonstration of viruses within 
cells by electron microscopy, all support a different concept. An eclipse, or 
dark phase, succeeds the penetration of a cell by, say, a particle of influenza 
virus, This is the phase when the virus can no longer be demonstrated, and 
it also appears to be the phase when the virus structure brea.s up and 
merges its substance with that of the host cell. 

This is not to say that once inside the cell the virus utterly loses its identity, 
for it is clear that the genetic units borne by the virus nucleic acid remain 
apart from the cell. Otherwise the newly formed virus particles would not 
retain the properties of the original particle as accurately as they do. Nor 
could two virus species be hybridized during multiple infection of the same 
host cell with the production of new combinations of genetically ordered 
properties. Such hybridization phenomena as these have been found to occur 
in the bacteriophages and also with the influenza viruses. They imply a 
retention of individuality of virus chemistry, if not of morphology within 
the host cell, but the genetic units of a virus particle are apparently all that 
need remain intact for a regrouping of the host cell structure to occur. This 
ensures that a swarm of newly formed virus particles can ultimately emerge 
from the surface of the parasitized host cell. 

Even if this concept of virus multiplication is ultimately falsified by 
further work, the fact will remain that virus reproduction implies something 
very unlike the familiar binary fission. It also re-emphasizes the great diffi- 
culty which must exist in obtaining a stultification of virus growth analogous 
to the bacteriostatic or bactericidal action of an antibiotic on bacteria. 


RECENT EXPERIMENTAL STUDIES ON THE CHEMOTHERAPY 
OF VIRUSES 
There are two major lines of approach to the problem of development of 
chemotherapeutic substances. The first is to test large numbers of com- 
pounds by a screening-test technique. Compounds found empirically to 
exhibit activity can then be examined in various other ways against the 
natural or experimental disease induced by the virus. The second method 
is to start with compounds thought likely on theoretical grounds to possess 
activity, and to explore modification of the molecule of such compounds as 
prove to be active against the virus in order to improve upon the early 
results. Both methods have been used and several substances have been 
found which are active in the screening tests. These tests have usually been 
based upon the fertile egg when working with influenza virus or else on 
portions of tissue used as a crude form of tissue culture. In the case of polio- 
myelitis virus, tissue cultures in mammalian kidney or testis or the Héla 
strain of human cervical carcinoma have been used. Whichever method is 
adopted, the growth of virus in the egg or tissue culture has been measured 
by titration procedures or by indirect measurement of virus activity, as 
by the phenomenon of hemagglutination. Unfortunately, although several 
distinct substances have been found to exhibit antiviral properties in these 
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preliminary tests, their activity has been weak and often only demonstrable 
if treatment is begun at the beginning, or shortly after, infection of the 
tissue by the virus. Further exploration of activity against the virus infection 
in the intact animal, such as in mice or in monkeys, has usually failed to 
yield any therapeutic effect at all. 

The discovery of the empirical activity of chloramphenicol and the tetra- 
cycline group of antibiotics against the rickettsia and the psittacosis- 
lymphogranuloma agents was followed by the finding that they were also 


active against certain pneumonia-producing viruses. 

Thus, Andrewes and Niven (1950) found that with chlortetracycline or oxytetra- 
cycline they could cure the spontaneous disease of mice, termed gray lung disease. 
Eaton (1950) also found evidence of activity by chlortetracycline against the experi- 
mental pneumonia of hamsters produced by his atypical pneumonia virus, which is 
probably one cause of human atypical pneumonia. Two other antibiotic substances 
with antiviral properties in the laboratory have also been described. Shope (1953) 
discovered a substance called ‘helenine’ derived from a mould, Penicillium funiculo- 
sum, which was active against certain neurotropic viruses in mice. A somewhat 
similar substance, termed antibiotic M-8450, was found by Powell and others (1952) 
in filtrates from Penicillium stoloniferum. The latter antibiotic had activity against 
certain neurotropic viruses in mice and also in tissue cultures of poliomyelitis virus 
type 2 (Lansing) (Hull and Lavelle, 1953). Cochran, Brown and Francis (1954) found 
that crude filtrates of M-8450 had antiviral activity against the Mahoney type 1 
polio virus in cynomolgus monkeys when given before inoculation with the virus. 
The mechanism of all these substances remains obscure, as also does the action of 
the bacterial polysaccharide substance against the pneumonia virus of mice—PVM 
virus (Ginsberg and Horsfall, 1949). The bacterial derivative, xerosin—found in 
cultures of achromobacter by Groupé and others (1954)—which has an action against 
PVM infection and also against influenza virus in mice, apparently exerts its thera- 
peutic effect by inhibiting pulmonary edema and hemorrhage rather than by a 
direct action on the virus (Ginsberg, 1955). 

Much interest has been aroused by various attempts to interfere with 


the metabolic pathway of virus reproduction. All viruses which have been 
subjected to chemical analysis consist largely of nucleic acid and protein. 
Nucleic acid, it may be recalled, consists of chains of purine and pyrimidine 
bases linked to a pentose sugar and combined with phosphate. Workers 
with plant viruses have shown that various purine or pyrimidine analogues 
can be used to treat virus infections and that the action of these substances 
may be to cause the virus to incorporate such analogues into its nucleic 


acid and thus to create non-infectious particles. 

Such analogues have usually been ineffective against animal viruses but 2-6-di- 
aminopurine has activity against vaccinia virus and certain neurotropic viruses in 
tissue culture. Interference with nucleic acid formation may also be the explanation 
of the activity found by Tamm, Folkers and Horsfall (1953) in various substituted 
benzimidazole compounds which inhibit influenza virus growth in tissue cultures. 
Benzimidazoles are purine analogues in which nitrogen atoms are replaced by 
carbon atoms. Benzimidazole is part also of the molecule of cyanocobalamin. Tamm 
and his colleagues (1953) later showed that the inhibitory activity of substituted 
benzimidazole compounds was dependent upon the nature and position of the 
various substituent groups and particularly on the alkyl groups. 2-5-dimethyl- 
benzimidazole was less active than the 2-ethyl-5-methyl compound and dichloro- 
substituted benzimidazoles were more active than the corresponding alkyl com- 
pounds. Perhaps the most important conclusion of this work was the suggestion 
that inhibition of virus multiplication is produced by the action of benzimidazole 
compounds on cellular metabolic processes without interfering with the major area 
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of chemical metabolism. Certain viruses other than influenza have also been’ found 
to be inhibited by benzimidazole which thus has weak activity on poliomyelitis 
type 2 virus in mice and monkeys (Brown et al., 1953). 

Other methods of metabolic inhibition have been explored. 

Certain basic amino-acids (arginine, lysine and ornithine) inhibit influenza and 
mumps viruses in tissue culture (Eaton et al., 1951). Analogues of amino-acids such 
as di-methoxinine, which is an analogue of methionine, and d/-ethionine have 
inhibitory properties on influenza and poliomyelitis viruses, respectively, in tissue 
cultures (Ackermann, 1951; Brown and Ackermann, 1951). Such action of amino- 
acid analogues is reversed by the appropriate natural amino-acids but the inhibitory 
action of the natural basic amino-acids themselves is more obscure. 


Finally, interference with the citric acid cycle of Krebs, concerned with 
intimate cellular metabolism, is brought about by sodium fluoroacetate and 
this compound has been shown to be inhibitory to influenza virus in mice 
(Ackermann, 1951), type 2 polio virus in mice (Ainslie, 1952) and type 1 
polio virus in cynomolgus monkeys (Francis et al., 1954). 

These various lines of work have been briefly summarized as an indication 
of recent research. It must be stressed that no practical chemotherapeutic 
agents have yet emerged but their theoretical interest is considerable. The 
list is not comprehensive, for no reference has been made to substances 
such as various dyes, dinitrophenol or thiosemicarbazones. As yet, none of 
these approaches except that with the benzimidazoles has permitted modi- 
fication of activity by systematic substitutions in the molecule—the method 
which proved so fruitful in the case of the antibacterial sulphonamides. 


THE PRESENT POSITION CONCERNING VARIOUS 
VIRUS DISEASES OF MAN 
Although specific methods of treatment of virus infections are still awaited, 
the position concerning prevention has not remained static but has become a 
matter of topical interest in at least one condition—namely poliomyelitis. 
In considering the present position concerning individuai virus diseases, 
both prevention and treatment will therefore be mentioned. 


POLIOMYELITIS 
Periodic recrudescences of poliomyelitis have continued to occur both in 
this country and in others previously subject to epidemics. The amount 
of public alarm aroused by these outbreaks shows no sign of slackening, 
although Great Britain has been fortunate so far in escaping an epidemic 
of the magnitude of that in Denmark in 1953. The large numbers of cases 
with bulbar involvement then experienced presented a formidable thera- 
peutic problem which led to the introduction in Copenhagen of assisted 
respiration on an unprecedented scale (Lassen, 1953). Much debate has 
consequently followed on the relative merits of respirators of the Drinker 
type and of the Danish method of using simple positive pressure breathing 
combined with tracheotomy and a cuffed tracheal tube. It seems likely that 
the particular role of the latter is in the type of patient with paralysis of 
swallowing in whom the risk of inhalation of saliva is serious. The apparatus 
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constructed at Oxford (Russell and Schuster, 1953; Smith et al., 1954) 
appears to furnish a reliable method of applying positive pressure breathing. 
For detailed description of therapeutic methods in poliomyelitis the reader 
is advised to consult Russell’s monograph (1956) or one of the American 
authors such as Steigman (1954) or Bower (1954). 


POLIOMYELITIS IMMUNIZATION 

The prevention of poliomyelitis by immunization has aroused immense 
interest and the introduction of mass immunization programmes in several 
countries including Great Britain has speedily followed the American use 
of the Salk vaccine in 1954. The trial organized by the National Foundation 
of Poliomyelitis was directed by a team of workers based on the School of 
Public Health of the University of Ann Arbor, Michigan. Dr. Thomas 
Francis directed the study and the report which was published in April 
1955 (Francis, 1955a,b; Francis and Korns, 1955) shows the trial to be 
the most careful large-scale evaluation of a prophylactic which has ever 
been made. One section of the trial dealt with a comparison of the incidence 
of the disease in immunized children and in those in whom a saline placebo 
was inoculated, and the answer obtained was clear-cut. A reduction of the 
incidence of poliomyelitis to between one-third and one-quarter of the 
expected rate was found in the immunized children who all received three 
injections of the formolized inactivated vaccine developed by Salk at Pitts- 
burgh. The relative experience of the different age-groups of the inoculated 
children suggested that the vaccine was least effective in the youngest 
children, i.e. in those aged six years, whilst the protection of older children 
increased progressively with each year from six to nine years of age. The 
trial did not indicate the reason for this experience because the actual pro- 
duction of antibodies as a result of immunization was the same at all ages. 
Children under six years of age were not included in the trial. 

The story of the mass introduction of vaccine in the United States during 
1955 is common knowledge and so also is the tragic experience of those 
inoculated with certain batches of material subsequently found to contain 
living polio virus. Probably only traces of active virus remained in the 
batches which proved infectious and which caused a total of 79 cases of 
poliomyelitis in inoculated children and 125 cases among their contacts 
(Langmuir et al., 1956). Because the type 1 virus incorporated in the vaccine 
was a strain (Mahoney) with a high virulence in terms of paralytic properties, 
even the residual traces remaining in the vaccine were able to induce 
paralysis in the children. After an exhaustive examination of all the factors 
concerned in the tragedy, and the imposition of rigid safety tests for all 
vaccine released for general use, the U.S. Public Health Service again 
permitted the distribution of Salk vaccine in 1955 and it has been used on 
an even wider scale in 1956. Meanwhile the tentative trials in Great Britain 
planned for 1955 were abandoned, the use of the Mahoney strain in British- 
made vaccine was prohibited and an alternative type 1 strain of lower 
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virulence was substituted in the batches prepared in 1956. At the time of 
writing, the first batches of British vaccine have been used to inoculate 
more than 150,000 children aged 1 to 9. The small amount of vaccine avail- 
able in Great Britain has been used in such a way that the subsequent 
experience of poliomyelitis in these children will be capable of estimation 
and of comparison with that in children of a similar age who have been 
registered for inoculation but who have not received vaccine before July 1, 
1956. The suspension of inoculation during the summer season was con- 
sidered necessary because of the demonstrated provocative effect of certain 
vaccines, such as those of whooping-cough and diphtheria in children 
latently infected with, or incubating, poliomyelitis. In the United States, 
however, poliomyelitis vaccine is injected throughout the poliomyelitis 
season, on the grounds that it will prevent more disease than it may provoke. 

It is impossible to do justice to the complex problem of poliomyelitis 
immunization in this article but the fact that this is a matter for continued 
research is shown by the work now in progress in Belfast with living virus 
vaccine prepared from attenuated strains of virus and given by mouth. 
Nor has the last word been said concerning the optimal age of immuniza- 
tion, either with inactivated vaccine or with live virus. The British children 
have so far received only two doses of inactive vaccine and a third dose is 
known to be desirable at about six months after the earlier inoculations. 
Many authorities fear the possible waning of the immunity produced by 
inactivated vaccine with a resultant return of susceptibility in adults who 
would normally have acquired natural immunity by the process of sub- 
clinical infection. These and other problems remain for future exploration 
and solution, but none can doubt that a considerable step forward towards 
the ultimate control over poliomyelitis has been taken. 


THE ROLE OF GAMMA GLOBULIN 
Finally, the prospect of using gamma globulin in the prevention of polio- 
myelitis is one particularly prominent in the minds of those faced with a 
case of poliomyelitis in the home. Although gamma globulin was shown by 
Hammon and others (1952) in large-scale field trials to be capable of con- 
ferring protection against paralytic poliomyelitis, two facts limit its use in 
practice. First of all, gamma globulin is expensive and difficult to manufac- 
ture on anything but a small scale. Secondly, careful studies of poliomyelitis 
in families shows that infection of the other inmates of the home has usually 
occurred by the time that one person exhibits paralysis. Gamma globulin 
will only protect against paralysis, and even then only for five weeks after 
injection; if given before the last week of the incubation period by the time 
the first case in a family has been identified, it is then too late to protect 
the home contacts. This does not mean that persons previously uninfected 
can never be protected by gamma globulin or that it cannot be used in 
circumstances of special risk, as for instance after a laboratory accident, 
but it does mean that the use of gamma globulin will never be an important 
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weapon in the prevention of poliomyelitis. Perhaps the most important con- 
tribution made by the gamma globulin trials in the United States was the 
demonstration that antibody could restrain the spread of virus to the nervous 
system. Whether or not the route of invasion of the central nervous system 
is by nervous channels, the invasion of the blood stream by the virus is a 
pre-paralytic phenomenon, though it may coincide with the minor illness 
which often ushers in poliomyelitis in children (Horstmann et al., 1954). 

Before leaving the subject of poliomyelitis, the effect of cortisone on the 
experimental infection by poliomyelitis virus must be mentioned. Cortisone 
evidently enhances the susceptibility of the host cells to poliomyelitis virus 
and can be used to produce paralytic effects in relatively insusceptible hosts 
such as hamsters (Shwartzman and Fisher, 1952). It is also used in monkeys 
to enhance their susceptibility to minute traces of virus. Now that cortisone 
is used widely in man, its adverse effects in both virus and bacterial infections 
must not be forgotten. 


INFECTIVE HEPATITIS 

The two jaundice-producing agents of infective hepatitis (virus A) and of 
serum hepatitis (virus B) continue to defy all attempts by the laboratory at 
direct demonstration. No experimental host or tissue culture method of 
cultivation has yet been found for these viruses. No form of specific therapy 
exists and only the faint ray of hope of prevention of infective hepatitis by 
gamma globulin persists. The dosage of this is 0.01 to 0.04 ml. per pound 
(0.025 to 0.09 ml. per kg.) body weight but gamma globulin is not necessarily 
effective against serum hepatitis. Gamma globulin has now been used 
successfully to control outbreaks in institutions (Stokes et al., 1951; Ashley, 
1955), and in a community in Georgia (Barondess et al., 1955). 

Meanwhile the treatment of the patient with hepatitis continues to be a 
problem. The question of rest, diet, the use of antibiotics and of cortisone 
must be considered. In an exhaustive controlled study of the influence of 
bed-rest and of diet on the course of acute hepatitis made at a United 
States Army hospital centre in Japan, Chalmers and his colleagues (1955 
reached some important conclusions. Confinement to bed did not aid clinical 
improvement in acute hepatitis, nor were relapses seen more often in those 
allowed to be ambulant. This finding is much in contrast with war-time 
experience of hepatitis (Barker, Capps and Allen, 1945). Diet is always an 
important consideration in the treatment of hepatitis and usually the in- 
stitution of a high-calorie, low-fat diet has been thought to be best once 
the phase of nausea and vomiting is over. Chalmers and his colleagues 
studied the effect of diets of 3000 and of 4000 calories, either with or without 
high-protein content in each case. They found that patients forced to eat a 
diet of at least 3000 calories with high-protein content and added vitamins 
improved more rapidly than those eating a normal hospital diet. But this 
only resulted in a reduction in the duration of the acute disease by six days. 
Moreover, comparison of high and normal protein diets showed very little 
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difference between the patients treated with the different regimes. It was 
concluded that patients with acute hepatitis should be kept in bed during 
the stage of illness but that once they felt well they should be allowed activity 
as they desired it. The optimal diet during treatment is about 3000 calories 
containing approximately 150 grammes of protein and of fat, and patients 
should be urged to take frequent small meals even during the stage of 
anorexia. It appears that considerable latitude is possible concerning the 
diet in acute hepatitis and consequently that the type of diet is not, in fact, of 
critical importance to the parasitized liver. 

Patients with severe hepatitis or with subacute hepatic necrosis are 
candidates for therapy with chlortetracycline, cortisone or corticotrophin. 
Statistical proof of the value of chlortetracycline has, however, never been 
obtained, although individual patients appear to be improved (Shaffer et al., 
1950; Saint et al., 1953). Perhaps it prevents further damage to the liver 
from secondary bacterial action. Tetracycline was found of value by 
Wodraska (1955) and perhaps has the advantage of causing less gastro- 
intestinal upset than chlortetracycline. Although the use of corticotrophin or 
of cortisone seems to be contraindicated by the known effect of steroids on 
infection, they have been reported to be of value (Evans, Sprinz and Nelson, 
1953). Others, however, have found that the complications of steroid therapy 
outweigh any advantages it may offer (Johnson and Bennett, 1955) and apart 
from the tiding-over of a critically ill patient there seems to be no case 
for the general use of these substances in hepatitis. 

One may perhaps conclude that the problem of treatment in hepatitis is 
chiefly that of assisting recovery in the relatively uncommon cases of acute 
fulminant disease, or of subacute hepatic necrosis causing relapse or cirrhotic 
changes. There is no real evidence that any therapy known at present exerts 
a critical effect on these two types of case. 


RESPIRATORY INFECTIONS 
There are at least four clinical syndromes of respiratory-tract infection 
produced by viruses: influenza, the common cold, febrile catarrh (acute 
respiratory disease) and atypical pneumonia. Bacterial complications occur 
in each of the first three conditions but fortunately in only a small percentage 
of cases. As already indicated, the viruses known to produce the clinical 
picture of influenza—influenza viruses A and B—have been well studied in 
the laboratory from the standpoint of treatment. Once lesions have developed, 
however, no known chemotherapeutic compound is able to influence the 
natural disease in man and treatment must be directed towards the control 
of secondary bacterial infections. The common cold virus is still elusive. 
Even though cultivation in human tissue cultures has occasionally been 
successful, no method of regular cultivation has been discovered. For- 
tunately, the common cold is self-limiting but even so a successful method 
of chemotherapy could be of immense benefit. The bacterial complications 
of the common cold are relatively uncommon but can be grouped with the 
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bacterial complications of influenza from the standpoint of specific treatment. 

Febrile catarrh or acute respiratory disease (A.R.D.) has been chiefly 
studied in Servicemen and until recently the causative viruses were un- 
known. As a result of the work of Hilleman and Werner (1954), Rowe et al. 
(1953), Huebner et al. (1954), and of Bell et al. (1955), a new group of viruses 
of the respiratory tract has been delineated. ‘These viruses, known at present 
by various initials such as RI, ARD or APC (adenoidal-pharyngeal-con- 
junctival), will probably become known in future by some more general 
title such as the ‘adeno’ or ‘pharyngeal’ viruses. They can be readily culti- 
vated from human material by means of tissue culture, although they produce 
no lesions in animals, and they have been found in nasopharyngeal secretions, 
adenoids and tonsils and the faces. Their role in the production of human 
disease is still far from clear but they have been identified in outbreaks of 
febrile disease in school children (pharyngo-conjunctival fever), in Service 
outbreaks of febrile catarrh, in outbreaks of conjunctivitis and as a cause of 
sporadic acute respiratory disease in children and adults, both in the United 
States and in Great Britain (Zaiman et al., 1955; Balducci et al., 1956). The 
APC viruses probably do not account for a large fraction of the total of acute 
respiratory disease in the general population or even in Servicemen (Andrews 
et al., 1955), but they are common agents and as such must be reckoned 
with, particularly in the differential diagnosis of acute pharyngitis, laryngitis, 
tracheitis and even bronchitis. One explanation of the failure of antibiotics 
to influence cases thought to be acute streptococcal pharyngitis is that such 
cases may be due to an APC virus which is not affected by known anti- 
biotics. If, however, secondary bacterial complications follow APC virus 
infection as by the development of pneumonia, then it may be worth while 
instituting treatment as for the bacterial complications of influenza. 

The so-called atypical pneumonia syndrome is often invoked as the 
diagnosis in the case of fever with lower respiratory-tract signs suspected 
as being acute bronchitis or bronchiolitis until an x-ray shows opacity of 
the lung field. Several viruses, including the psittacosis group, are known to 
cause this clinical picture. But most cases or outbreaks of atypical pneumonia 
are not due to demonstrable viruses and thus remain largely unclassifiable 
except by the exclusion of other conditions. Among viruses thought to be 
connected with the syndrome during the 1939-45 War was an agent 
recovered by Eaton and his colleagues (1944) which has recently been found 
again in an outbreak near Boston (Lui et al., 1956). Eaton’s virus can be 
cultivated in chick embryos, hamsters and cotton rats, and its pathogenic 
effects can be inhibited by chloramphenicol and chlortetracycline (Eaton, 
1950). 

Much experience has now been accumulated by observers in the United 
States and some in this country in the treatment of atypical pneumonia. 
Finland (1952) summarized these results and thought that chlortetracycline 
had been shown to be an effective therapeutic agent. More recently, Meikle- 
john and others (1954) have made a careful comparison of chlortetracycline, 
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chloramphenicol and oxytetracycline. In contrast to the negative effects of 
penicillin, all these antibiotics produced a fall in temperature in cases of 
atypical pneumonia in California. Perhaps the best explanation of the 
therapeutically negative results obtained by some other observers is that 
their cases were due to a different virus or viruses not responsive, as was 
Eaton’s virus, to the broad-spectrum antibiotics. It is known that some at 
least of the cases of atypical pneumonia which have apparently responded 
to treatment with antibiotics have shown the presence of serum agglutinins 
for human group ‘O’ red cells in tests carried out at 4° C. Many cases with 
radiological appearances resembling those found in atypical pneumonia do 
not show the cold agglutinin response and may be due to other agents 
including the APC viruses. 


TREATMENT OF THE SECONDARY BACTERIAL COMPLICATIONS 
OF RESPIRATORY VIRUS INFECTION 
In practice, the common conditions requiring treatment are bronchitis, 
bronchiolitis and pneumonia, and in most of these penicillin appears in 
general to give results very little, if at all, inferior to the broad-spectrum 
antibiotics. Probably most of the bacterial infections are caused by pneumo- 
cocci, or H. influenza and both these organisms respond to penicillin. The 
question of choice of preparation and route is too large a one for this article. 
I still prefer ordinary soluble penicillin but would use a procaine preparation 
if the patient was upset by the injections. The time appears ripe, however, 
for fuller exploration of the oral use of phenoxy-methyl-penicillin (penicillin 
V) which is much more stable than soluble penicillin. Whichever preparation 
is used, the adult dose of about 1 mega unit daily is fully adequate for 
patients with all but the more severe forms of pneumonia. 

The types of case calling for energetic therapy are: severe anoxic obstruc- 
tive broncho-bronchiolitis, which occurs chiefly as an acute complication of 
chronic bronchitis; and staphylococcal pneumonia. In the former case, 
intravenous oxytetracycline, 0.5 g. six-hourly, has appeared life-saving at 
times. Perhaps the infection with mixed organisms including H. influenze 
is more readily quenched by this drug than by penicillin. On the other hand, 
a recent comparison of chlortetracycline by mouth and of penicillin intra- 
muscularly in the treatment of acute bronchitis of the usual clinical form 
did not show any dramatic difference between the two methods (Flint, 
personal communication). 

Staphylococcal pneumonia occurs in several clinical forms and whilst some 
cases are no more severely ill than the usual case of pneumococcal infection, 
others are much more fulminating. Although the staphylococcus is initially 
sensitive to penicillin, unless a satisfactory clinical response soon occurs the 
organism may become resistant. Much the same applies to the action of the 
broad-spectrum antibiotics, towards which the staphylococcus can develop 
resistance with the greatest of ease. A combination of at least 2 mega units 
of penicillin and 2 grammes of streptomycin should be used initially if 
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there is any degree of gravity of clinical illness. Later, when the results of 
laboratory tests of sensitivity become available, other antibiotics can be 
substituted if they are found to be more appropriate. 

Finally, it must be remembered that Friedldnder’s bacillus is not rare 
as a cause of severe pneumonia; here treatment with streptomycin and 
sulphonamide compounds appears to give better results than other methods. 


MEASLES, RUBELLA, CHICKENPOX AND HERPES ZOSTER 
Tissue cultures have been successfully used by Enders and Peebles (1954) 
to cultivate measles virus and to study serological changes, and Anderson 
(1954) thought that he could obtain a growth of rubella virus in a similar 
medium. Weller and Stoddard (1952) also obtained evidence of the growth 
of chickenpox virus in human tissue culture and Weller (1953) showed that 
zoster material produced a similar cytological change in tissue cultures. 
Apart from these laboratory advances there is little new information 
concerning these diseases. 

The general problem of the use of gamma globulin or convalescent serum 
in the prevention of measles and rubella continues to excite interest. It has 
been clearly shown that gamma globulin is a most efficient prophylactic 
agent for measles. The most recent studies are those of McDonald and 
Cockburn (1954), who recommend that prevention or modification should 
be achieved by adjustment of dosage from 3 ml. (250 mg.) for those under 
1 year, to 9 ml. for those over 3 years of age. Modification is obtained. by 
3 ml. of gamma globulin at any age. The effect of delaying administration 
until several days after exposure is considerable in all those aged 3 years or 
over but in these absolute prevention is only desirable under conditions of 
intercurrent illness. 

Conflicting reports exist, however, in regard to the use of gamma globulin 
in rubella contacts. Prophylaxis is particularly sought in the case of pregnant 
women exposed to rubella in the early months of pregnancy. Yet, Anderson 
and McLorinan (1953), working in Australia, found the results negative or 
equivocal, both in artificially induced rubella in non-pregnant female 
volunteers and in contacts during an actual epidemic of rubella. The gamma 
globulin used in these studies was prepared from the serum of convalescent 
rubella cases and ought therefore to have been more potent than ordinary 
serum globulin. An experimental method of assay of the rubella antibody 
content of the gamma globulin is clearly needed to control future clinical 
trials. 
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PSYCHOLOGICAL medicine continues to advance with acceleration in all its 
divisions. Its frontiers expand. A psychiatrist no longer restricts himself to 
the care of neurotic and psychotic patients. It is perhaps natural and under- 
standable that a medical man, whose special interest is the study of human 
behaviour, individual and social, normal and abnormal, is nowadays likely 
to have his advice sought not only about personal difficulties and anxieties 
and abnormal mental states but also on many and varied social matters, such 
as the upbringing of children and their education, the selection of personnel 
for industry or for higher education, interpersonal relationships in industry 
or in the home, absenteeism, delinquency, crime, marriage guidance, mental 
hygiene (whatever that may be), the use of leisure and the problems of old 
age. Thus, a psychiatrist may be asked to advise on problems ranging 
from alcoholism to schizophrenia and from marital discord to the ills of 
nations. 
THE WIDENING SCOPE OF PSYCHIATRY 

Human behaviour has so many aspects that its student feels the need to keep 
abreast of developments in widely different branches of human knowledge 
and endeavour; in general medicine, neurology, neurophysiology, endo- 
crinology, pharmacology, biochemistry; in psychology, psychopathology, 
social medicine, social science, sociology; in genetics and in statistical 
method. According to a group interested in psychiatric education in the 
United States, the psychiatrist who wishes to keep himself up to date should 
read, or at least note the contents of, more than a hundred journals. The 
world output of literature on encephalography alone is more than five 
articles a week; the total literature is immense. An interest in different 
disciplines is likely to bring about the kind of association of ideas which 
leads to advance of knowledge, and to be a jack of all trades is an intellectually 
stimulating occupation although it has obvious dangers. It is essential, 
however, that the psychiatrist should strive to be an apprentice or a journey- 
man, if he cannot always claim to be a master, of one trade: namely, that of 
a clinician, skilled in the diagnosis and in the treatment of sick people. 
Should he stray into other disciplines away from empirical knowledge based 
upon clinical observation, in which he had his specialist training, he does so 
at his peril and his opinion is likely to be less and less expert. 


CHANGES IN TREATMENT 
One charge which cannot justifiably be brought against the psychiatrist is 
October 1956. Vol. 177 (464) 
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that he does not treat his patients. This was never more than a half-truth; 
in recent years it has been even less true. Various electroshock techniques 
and brain operations and, more recently, the tranquillizing drugs have been 
added to the range of treatment whereby pharmacological, physical and 
psychotherapeutic treatments are given, singly or in combination, to patients 
who may also be receiving group therapy and whose daylight hours may be 
organized and fully occupied by compulsory activities of therapeutic intent. 
One feels that occasionally in some hospitals therapeutic zeal might be 
tempered towards patients who, by reason of their mental illness, are little 
able to complain or to object. 

For the purposes of this article it is not easy to choose from a multiplicity 
of new treatments and new techniques. There are also two difficulties which 
are peculiar to psychiatry. The behaviour of mental patients in hospital 
is influenced by so many social factors, such as the organization of the 
ward and the attitude of the nurse, that it is more difficult to judge the effect 
of some physical or pharmacological agent than is the case in internal 
medicine. Moreover, the subject matter of psychiatry is often difficult to 
observe objectively and to record precisely. The criteria of diagnosis vary 
from hospital to hospital and from country to country. Therapeutic trials 
are therefore difficult to do well and are not necessarily comparable between 
countries. This article will be restricted to that part of psychological 
medicine which relates to the treatment of sick people and it will describe 
some of the trends in which there has recently been enthusiasm. 


MENTAL HOSPITALS AS THERAPEUTIC COMMUNITIES 
The most important recent advance in treatment arises from the new 
conceptions of the function of the mental hospital. The reassessment of the 
role of the patients and that of all members of the hospital staff is full of 
therapeutic possibilities. The new aim is to make the hospital a school for 
social learning whereby the psychotic person, discarded by society, may 
gradually relearn social skills sufficient to enable him to live again in society 
at large or to live at as high a level as possible within the therapeutic 
community of the hospital (Carstairs et al., 1955). What is new is a growing 
realization of the great effect which the administrative organization of a 
mental hospital has upon the patients in it. What is new also is an apprecia- 
tion that the emotional attitudes between patients and staff do greatly 
influence the mental state of the patients. Stanton and Schwartz (1955) 
describe how episodes of pathological excitement in schizophrenic patients 
occurred at times when there were disagreements among members of 
the staff. 
THE IMPORTANCE OF ACTIVE OCCUPATION 

It is clear that the institutionalized chronic patient who ‘gives no trouble’ 
may have lost much of his initiative and individuality not from his disease 
but from the pressure of the dull routine of custodial care and enforced 
inactivity. The social setting has too often been one which makes few 
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demands on the patient for spontaneous activity and where any ‘aggressive’ 
behaviour ‘is treated by sedation or electroshock. Under pressure of routine 
work the physician may identify himself with the more authoritarian aspects 
of the hospital and so foster the institutionalization of the patient. Many 
people have become aware of the necessity for a new approach to the 
problem. Social scientists have been brought in. Psychiatrists have col- 
laborated with them in the investigation of group dynamics, both in the 
United States (Hollingshead and Redlich, 1953; Ruesch and Bateson, 1951) 
and in Great Britain (Jones, 1953; Jones and Rapoport, 1955; Rees and 
Glatt, 1955). According to Jones, two policies are required for a good thera- 
peutic atmosphere in the hospital: the freeing of communications between 
patients and staff and the distribution of authority to many people including 
patients, so that the antisocial behaviour of patients becomes the concern of 
everyone (Jones, 1954). These policies are put into effect by a system of daily 
conferences between patients and staff at which all problems are freely 
discussed. In this way authority is distributed in the community. These 
principles, which Jones worked out in a specialized unit treating psycho- 
paths, have been applied to some mental hospitals. At the Boston Psycho- 
pathic Hospital even severely disordered patients share in administrative 
decisions as well as in decisions about their own amusements. According to 
Jones and Rapoport, when patients have been free to express their feelings 
about their treatment and about the hospital, new and heipful facts about the 
interpersonal relationships in the ward have come to light, patients sharing 
administrative decisions have come to identify themselves with their ward 
and with the hospital in a positive way which can be turned to therapeutic 
advantage, and the staff have been aware of unsolved problems and of 
hostility which produces anxiety requiring to be ventilated and dissipated 
in staff discussions. The necessary integration of administration and therapy 
can best be effected by semi-autonomous, clinical treatment teams free to 
carry out social experiments appropriate to their patients (World Health 
Organization, 1953). 

In Glasgow, Cameron and his colleagues (1955) have demonstrated that 
substantial improvement in the behaviour and sociability of chronic schizo- 
phrenics can follow from simple changes in the environment in the way of 
providing varied opportunities for spontaneous activities. But the main 
factor in producing the improvement is the nursing staff and in particular 
how the nurses feel towards their patients. 


THE NURSE’S ROLE 
The growing appreciation of the therapeutic importance of the social 
organization of the mental hospital patient’s day has focused attention on 
the nurse. Moreover, the shortage of nurses in Britain demands that their 
special skills be used with economy and efficiency. The therapeutic potenti- 
alities of the person who spends far more time with her patients than does 
the doctor or any other medical auxiliary is obviously great. It is difficult 
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to demonstrate the real value of a nurse in a job analysis of her work 
(Goddard, 1953, 1955). In the mental hospital Goddard observed that the 
nurse’s job was one of tact, affection and skill in helping patients to live 
more fully and to raise themselves above the circumstance of their disease. 
Various alterations to the ward routine and organization can contribute to 
this end. Time spent on passive or custodial supervision might be better 
spent on active supervision of skilled activities of a therapeutic type. It is 
clear that the gap is not yet bridged between the nineteenth-century picture 
of the mental nurse as a warder and the modern ideas of therapy and training 
in which the mental nurse has an exceptionally important part to play. The 
realization that the mental nurse should take on a new and a more active 
role has caused much dissatisfaction with her training. Some authorities now 
feel that mental nursing is so important in its own right that it demands a 
scheme of training formulated expressly for its own purpose. A mental 
nurse can best exercise her therapeutic role by taking on particular responsi- 
bility for a group of patients whom she gets to know as human beings with 
particular likes and dislikes, hopes and fears, interests and activities. She is 
in the doctor’s confidence about the social and psychiatric history of the 
patients. She keeps notes on the conversations and behaviour of her patients 
and on their interpersonal relationships. She has frequent direct access to 
the physician as a member of a team and she takes part, along with her 
patients, in group activities of therapeutic and recreational nature. 


WORK THERAPY 

A new philosophy of work therapy is also rising. In Holland, daily work 
sometimes of factory type is pressed upon the patients with an appeal to sense 
of duty and social responsibility. In Germany, a more penitential regime has 
passed away. In France, work therapy and occupational therapy are presented 
as part of the life of the hospital. In Scandinavia and in Great Britain a free 
choice of work and occupational therapy, combined with unlocked wards 
and facilities for recreation, has led to a marked decrease in the use of 
sedatives and of electroshock in the chronic wards. Experience at the social 
rehabilitation unit at Belmont (Jones et al., 1956) has shown that rehabilita- 
tion for ordinary work is better achieved by a group task involving produc- 
tion work of social value than by individual tasks carried out in relative 
isolation in a handicrafts department. What is new is an appreciation that 
it is not the occupation itself that matters but its motivation, its personal 
and social value, its social setting. 

For many years it has been the normal practice in mental deficiency 
institutions to train certified defectives so that some could leave the institu- 
tion and return home to a suitable occupation found specially for them or 
even to a job found by themselves through the ordinary channels. In recent 
years some of these institutions have arranged for patients to go out daily to 
paid factory work or for such work to be done and paid for within the 
institution. The success of these ventures has encouraged the extension of 
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factory work to psychotic patients (Baker, 1956). 


MENTAL DISORDER IN OLD AGE 

The ageing of the general population has focused attentionon the nature 
and treatment of mental disorder in the senium. Affective psychoses, late 
paraphrenia and acute confusion are clinical entities largely independent of 
the two main causes of progressive dementia in old age: senile and arterio- 
sclerotic psychosis (Roth, 1955). Senile or arteriosclerotic cerebral degenera- 
tion is an unimportant factor in the causation of affective psychoses in the 
senium (Kay et al., 1955) which have a good prognosis, improved by electro- 
shock treatment (Roth, 1955) to which age and bodily frailty are no complete 
bar (Harris, 1954). Chronic physical illness and/or sensory disability is more 
frequent in affective psychoses of late onset than in those of early onset. 
This suggests that exogenous factors may be more important than con- 
stitutional factors in causing these psychoses (Roth and Kay, 1956), and 
emphasizes the importance of energetic treatment of all bodily disease in 
cases of mental disorder in old age (Kay and Roth, 1955). 


PHYSICAL METHODS OF TREATMENT 
The standard leucotomy operation is often followed by deterioration of the 
personality. In recent years smaller and restricted brain operations have been 
done in an attempt to relieve the patient of incapacitating symptoms and yet 
avoid these harmful changes. Undercutting of the orbital surface of the 
frontal lobes was followed by very little deterioration and yet relieved 43 out 
of 52 patients with severe anxiety or depression (Knight and Tredgold, 
1955). Pippard (1955) followed up 240 patients for one to five years after 
similar operations. He found that following rostral leucotomy personality 
deficits were negligible in 95 per cent. of patients and that relief of severe 
anxiety or depression was achieved in 67 per cent. 

Temporal lobe epilepsy is common, may not be controlled by anti- 
convulsant drugs and is often associated with serious psychopathic or 
paranoid symptoms. Its effective treatment by temporal lobectomy is a great 
advance in treatment (Falconer et al., 1955). 

Electroconvulsive therapy (E.C.T.) and insulin coma are being used with 
more sober assessment of their results and limitations. Agitated involutional 
melancholia is still the chief indication for E.C.T. which is now usually 
given with a muscle relaxant drug (Montagu, 1953). By this means, Harris 
(1954) reduced the incidence of fractures from about 20 per cent. to nil in 
a series of 10,000 treatments. The special attention in psychotherapy and 
group therapy often given to schizophrenics undergoing insulin coma treat- 
ment has been held by some to be the reason for their clinical improvement 
rather than the insulin. A valuable statistical analysis of 500 schizophrenics 
followed up for between five and ten years, half of whom had received 
insulin coma, indicates that the prognostically least favourable group of 
schizophrenics derives special benefit from insulin treatment. Insulin helps 
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particularly in cases of schizophrenia of sudden onset with physical pre- 
cipitating factors (Polonio and Slater, 1954). 

Continuous narcosis is going out of fashion, but with a combination of 
barbiturate, paraldehyde and chlorpromazine it can be effected with much 
less toxicity and with greater safety. 

Tranquillizing drugs.—The use of barbiturates, promethazine, chlorpro- 
mazine, reserpine and amphetamine has been reviewed recently in this 
journal (Shorvon, 1955; Tunbridge, 1955). Tranquillizing drugs are being 
widely prescribed not only for psychiatric disorders but also for the relief 
of the ordinary anxieties of a hurried life (35 million prescriptions will be 
written in 1956 in the U.S.A.), and this despite much obscurity as to their 
site and mode of action and toxic effects. The clinical indications are some- 
what more clear and agreed. Chlorpromazine lessens states of agitation, 
anxiety and excitement regardless of their origin (Vaughan et al., 1955; 
Cohen, 1955). The effect is symptomatic and ceases on withdrawal of the 
drug. Chlorpromazine is highly variable and individual in its effect, has a 
greater remedial effect than reserpine in schizophrenic patients (Shepherd 
and Watt, 1956) and sometimes, like reserpine also, has a dramatic curative 
effect in a way as yet unknown. Cohen (1956) has recorded the toxic effects 
in 1,400 patients receiving between 40 and 2,500 mg. of chlorpromazine 
daily: drowsiness 85°, nasal congestion 48°, vivid dreams 5°, Parkin- 
sonism 4°%,, jaundice 1°, dermatitis 8°,. Despite its numerous undesirable 
effects chlorpromazine is clinically a relatively safe drug. 

Reserpine has a good effect on anxiety and depression (Davies and 
Shepherd, 1955) and on chronically excited psychotic patients (Barsa and 
Kline, 1956). Paradoxically, in doses suitable for the treatment of hyper- 
tension, it can unfortunately produce psychotic depression (Smirk and 
McQueen, 1955). 


PSYCHOSOMATIC DISORDERS 
The vague idea that psychological or physiological stress is a cause of dis- 
orders such as hypertension, colitis and various diseases of the skin has 
bedevilled research into the relation of personality and emotion to bodily 
disease. In recent years, however, some studies have become more precise. 
An example of an investigation which advances knowledge and is thera- 
peutically helpful is the analysis made at Johns Hopkins Hospital of the life 
situations and emotions in patients suffering from Grzaves’s disease. The 
relationship between emotional shock and the onset of hyperthyroidism has 
been noted since Graves’s disease was first described. According to Lidz and 
Whitehorn (1949), the psychological essence of the disease is a deep emo- 
tional reaction to disruption of a dominant interpersonal relationship upon 
which the patient’s security depends. Investigation of why hyperthyroid 
patients react so severely to this particular type of emotional stress discloses 
striking resemblances in the structure of their personality. Their stability 
rests upon an ability to gain affection and protection by doing things for 
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others. Inordinately insecure they concentrate their efforts on gaining 
affection by self-sacrifice for which they expect unswerving fidelity. The 
life situation which precipitates hyperthyroidism is a disruption or a serious 
threat of disruption of a devotedly dependent personal attachment. 


GENETICAL STUDIES 
Phenylketonuria is a rare hereditary inborn error of metabolism, always 
associated with mental deficiency, in which phenylalanine is not metabolized. 
Recently some patients have been much improved clinically when on a diet 
free of phenylalanine (Woolf et al., 1955). The biochemical approach has had 
a stimulating effect upon the medical outlook towards hereditary disease. 
The diagnosis of an inborn error, instead of leading to a defeatist belief that 
hereditary disease is ipso facto incurable, encourages every kind of effort to 
understand precisely the nature of the defect and to find ways of compen- 
sating for it (Penrose, 1955). 
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ADVANCES IN THE TREATMENT OF 
VENEREAL DISEASES 


By A. J. KING, M.B., F.R.C.S. 


Senior Physician, London Hospital Clinic for Venereal Diseases 
(Whitechapel Clinic) 


WHEN advances in treatment of venereal diseases were last reviewed in this 
journal (King, 1953) there was evidence that the speed of development of 
new methods of treatment, which had coincided with the introduction of 
penicillin and other antibiotics, was slackening. After three years it is 
clear that this period of consolidation continues and that new knowledge is 
mainly concerned with better understanding of the use of existing remedies 
rather than the development of new ones. 


DIAGNOSIS 

At that time brief reference was made to a comparatively new diagnostic 
method, the treponemal immobilization test (T.P.I.) and this has proved 
such an important development that it is necessary briefly to discuss its 
clinical application, even though treatment is the primary concern of this 
article. The matter has been carefully studied and reviewed by Wilkinson 
(1954) and general experience confirms his conclusions, which may be 
summarized as follows:— 

(1) In the early stages of infection the test offers no advantages over 
existing diagnostic methods. 

(2) In cases of late symptomatic syphilis with positive standard tests the 
T.P.1I. has only confirmatory value and is not indicated for routine use. 

(3) In the diagnosis of suspected latent syphilis it is a most valuable con- 
firmatory test. In such cases, if the T.P.I. is negative and this finding is 
confirmed by testing a second specimen of serum, the positive standard 
tests should be strongly suspected of being ‘false positives’, that is to say 
non-syphilitic in nature. 

(4) In cases with symptoms and signs suggestive of late syphilis but 
negative standard serological tests, a positive T.P.1. is strong confirmatory 
evidence of the disease. A negative T.P.I. does not absolutely exclude 
syphilis but renders the diagnosis improbable. 

(5) The test is highly specific but does not distinguish between syphilis 
and the other treponematoses, such as yaws. 

(6) In the serological diagnosis of syphilis it does not replace the standard 
tests but should be used as an ancillary to them. 

Demonstration of the presence of treponemal immobilizing antibody has 
led to the elaboration of various other tests which are claimed to be specific, 
namely the treponemal complement fixation test, the treponemal agglutina- 
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tion test and the treponemal immune adherence test. They are at present 
under assessment and if claims for them are confirmed they will provide 
specific tests which present fewer technical difficulties. 


PREVENTIVE TREATMENT OF SYPHILIS 

A clear distinction must be made between preventive measures applied 
before and after the patient has taken a risk. Consideration of the former 
would necessitate full discussion of the subject of promiscuity and of those 
social conditions which favour the spread of venereal infection. It is in this 
field that truly preventive treatment can be applied, although the actual 
nature of the measures to be taken is often a matter of dispute which may 
involve complex moral issues. The problem to be considered here is the 
form of preventive treatment which may be applied after the patient has 
taken a risk; this should properly be called ‘abortive treatment’. 

The idea of abortive treatment is a very old one. Local application of 
various antiseptics to the genitalia of those who have taken risks has been 
routine practice in the Armed Forces of many countries for many years. 
Opinions have differed as to the value of such methods but in general they 
have not been highly regarded. Mercury, arsenicals and bismuth were all 
used in their day for the abortive treatment of syphilis but were never 
generally accepted. It was inevitable that penicillin should be used in 
this way. 

Alexander and Schoch (1949) treated the contacts of 148 patients known to be 
suffering from infectious syphilis, giving in each case go0,000 units of penicillin in 
oil and beeswax, 0.05 g. or 0.06 g. of oxophenarsine hydrochloride (‘mapharside’) 
and 3 ml. of bismuth ethyl camphorate. Only six of these contacts developed syphilis 
as compared with 100 of 161 contacts left untreated. Alexander, Schoch and Man- 
tooth (1949) treated an additional 108 contacts of early syphilitics, giving penicillin 
and bismuth without oxophenarsine. Only seven developed syphilis. Plotke et ai. 
(1949) treated 77 contacts of infectious syphilitics, giving single injections of 600,000 
units of penicillin in oil and beeswax. Only 4 per cent. developed syphilis as 
compared with 25 per cent. of 65 untreated controls. 

On the fave of it these results appear to be impressive, but the fact is that 
the evidence from these sources indicates only that the giving of penicillin 
as abortive treatment diminishes the number of patients exposed to infection 
who develop the early signs of infection. No-one has observed patients 
treated in this way long enough and carefully enough to know whether the 
infection is truly aborted or whether the effect is merely to suppress the 
early signs of infection. For example, of the 256 patients treated by Alexander 
and Schoch and Alexander et al. (1949) less than half were observed for 
twelve months and less than one-tenth for eighteen months. 

In 1954, I criticised abortive treatment on the grounds that it was un- 
sound, perhaps ineffective and often harmful. Its use was a violation of a fun- 
damental principle and it should always be regarded as an undesirable 
expedient for which the indications should be carefully and critically 
examined. The administration of such treatment to anxious patients necessi- 
tates considerable periods of observation and testing. Anxiety which could 
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be limited to three months at most might be prolonged for two to three years 
or more and perhaps be perpetuated. Others do not accept this view. Kanee 
and Nelson (1954), for instance, advocated what they called ‘the over- 
treatment method’ in which every patient suffering from gonorrhcea was 
given a single injection of 1.2 mega units of procaine penicillin in oil with 
2 per cent. of aluminium monostearate (PAM) to abort syphilitic infection 
which might have been acquired at the same time. They treated more than 
400 patients by this method and followed them for at least six months with- 
out finding evidence of syphilitic infection in any of the cases. By the same 
principle they advised that patients suffering from chancroidal infection 
should be given similar dosage of PAM and those with undiagnosed penile 
lesions showing no treponemes in scrapings from the sores should receive 
2.4 mega units of the same preparation. On the basis of this slender ex- 
perience these workers were content to spend the minimum of effort in the 
follow-up of their patients and thus divert their resources to the more 
productive field of new case finding. This example of a mass procedure 
applied to medicine may well be unacceptable to the physician who regards 
the problem of his individual patient as paramount. 


CURATIVE TREATMENT OF SYPHILIS 
Penicillin remains the drug of choice in the treatment of syphilis in all its 
stages and there is no evidence that Treponema pallidum has become 
resistant to it nor that it is likely to become so. It is now more and more 
generally accepted that penicillin alone is highly effective in the treatment of 
early syphilis and that the addition of other remedies adds nothing to its 
efficacy. 
Willcox et al. (1954) studied the replies to a questionnaire submitted to 
77 major clinics for venereal diseases throughout the world and reported 
that 65 per cent. of the clinics used penicillin alone in the treatment of early 
syphilis. Eighty-two per cent. of the clinics used PAM as the preparation 
of choice. In most instances total dosage was from 4.8 to 6 mega units and 
duration of treatment varied from ten to fifteen days. In general, the same 
scheme of treatment was used for all stages of early syphilis, but there were 
some variations, particularly in the treatment of cases of secondary syphilis 
for which some preferred to give a large initial dose, such as 1.2 or 2.4 mega 
units, and to continue with smaller doses. Injections were given daily or 
at longer intervals of from two to seven days. Cutler et al. (1955 
studied the results of treatment of early syphilis with PAM in the venereal 
disease programme of the United States Public Health Service. They 
concluded that as little as 300,000 units of PAM were effective in the 
treatment of cases of sero-negative primary syphilis. For sero-positive 
primary syphilis the optimum dosage appeared to be 2.4 mega units. In 
cases of secondary syphilis the best results were obtained with the highest 
dosage employed, namely 9.6 mega units. 
Common practice in this country is still to give 600,000 units of PAM 
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intramuscularly daily for ten days and to use similar dosage for all stages of 
early syphilis. The practice of giving a large single dose initially, such as 
2.4 mega units, is adopted by some and has much to recommend it in the 
treatment of patients who are unlikely to cooperate. An alternative method 
is to give a single large dose of benzathine penicillin intramuscularly. Smith 
et al. (1954) have produced evidence to suggest that one dose of 2.5 mega 
units of this preparation is.effective in the treatment of early syphilis in more 
than go per cent. of cases. Unfortunately, the injection causes pain and its 
use should be limited to those patients who are unable or unlikely to attend 
for regular treatment. 

The same dosage and method of administration are satisfactory for the 
treatment of /ate syphilis of the benign gummatous type, such as gummas of 
the skin, mucous membrane, bones and internal organs, and for late latent 
syphilis in which the patient shows positive serological tests but no signs of 
the disease. If penicillin is used in the first instance there is slight danger 
from the Jarisch-Herxheimer reaction, due to exacerbation of infection in 
foci at the openings of the coronary arteries, in the aortic wall, in the walls 
of cerebral or spinal arteries or in the mucous membrane of the larynx. The 
reaction cannot be prevented by starting with small doses of penicillin but 
may be prevented by giving intramuscular injections of bismuth metal or 
one of its insoluble salts: 0.2 g. to 0.3 g. weekly for four weeks. Cautious 
physicians adopt this procedure, but severe Herxheimer reactions are rare 
in the treatment of these conditions and many do not hesitate to use peni- 
cillin at once. Gummatous lesions may take one or two months or even 
longer to heal after successful treatment with penicillin. 


CARDIOVASCULAR SYPHILIS AND NEUROSYPHILIS 

The evidence also indicates that ill-effects from the Herxheimer reaction in 
cases of cardiovascular syphilis have been uncommon to the point of rarity. 
Many venereologists in this country, however, have continued to use 
preliminary bismuth in these cases on the grounds that even a slight risk is 
not worth taking because nothing is to be gained by speed. After weekly 
injections of bismuth for four to six weeks, daily injections of 600,000 
units of PAM are given as for the treatment of early syphilis, but are usually 
continued for about fourteen days, the total amount of the drug thus being 
8.4 mega units. New techniques in surgery have improved the prospects of 
surgical treatment of aortic aneurysms by resection and replacement with 
homografts. Obviously cases must be carefully selected, and the risks are 
considerable. 

Views on the treatment of neurosyphilis have changed little during the past 
three years. Penicillin is the drug of choice and fever ar other adjuvant 
therapy is seldom required. Any good preparation of penicillin is likely to be 
effective in adequate dosage, but it is common practice to give PAM or 
some other preparation of procaine penicillin and to give it daily in doses of 
600,000 units for about twenty-one days, total dosage thus amounting to 
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12.6 mega units. There is no advantage in giving penicillin by the intrathecal 
route. Preliminary treatment with bismuth is usually advisable except in 
cases of general paralysis in which it is ineffective to prevent Herxheimer 
reactions. The main estimate of progress and of the necessity for further 
treatment must be based upon tests of the cerebrospinal fluid which are 
usually performed at intervals of three months during the first year after 
treatment and then yearly for a period of years. Increasing experience has 
confirmed the soundness of the general principle proposed by Dattner, 
Thomas and De Mello (1951) that the cerebrospinal fluid may be regarded 
as ‘inactive’ if the cell count becomes and remains normal, even if the other 
tests do not show full response. In such cases, after adequate treatment with 
penicillin, the syphilitic process may be deemed to be arrested and further 
antisyphilitic treatment unnecessary, regardless of clinical findings. 


CONGENITAL SYPHILIS 

Penicillin gives excellent results in the prevention of congenital syphilis by 
treatment of syphilitic pregnant women at any stage of pregnancy. The dura- 
tion of treatment depends upon the stage of infection but most of these 
patients have latent syphilis and ten days of treatment is likely to be adequate. 
The prevailing practice in this country is to give similar treatment in each 
succeeding pregnancy although evidence from the United States suggests 
that this is unnecessary in most cases. It is worthy of emphatic repetition 
that congenital syphilis is almost completely preventable. Routine serological 
tests for syphilis should be the rule for all pregnant women, irrespective of 
social or other considerations. 

Penicillin is also an excellent remedy for the treatment of congenital 
syphilis and more particularly so in the first two years of life. Other remedies 
are usually unnecessary. Dosage may be based upon body weight and a 
good plan is to give 200,000 units per pound (450,000 units per kg.) and to 
space the administration over eight to ten days. Injections may be given 
intramuscularly every three hours day and night, but missing one dose at 
night. Thus, for a child weighing 7 pounds (3.2 kg.) the total dosage would 
be 1.4 mega units and, assuming ten days of treatment, the daily dosage 
140,000 units and the individual dose 20,000 units. Alternatively, 150,000 
units of procaine penicillin can be given intramuscularly each day for ten 
days. For later cases of congenital syphilis the treatment is similar, with 
dosages of penicillin based in the same way on body weight. 

In the treatment of interstitial keratitis topical cortisone continues to 
produce highly satisfactory results and the general experience is that, if 
treatment is started before corneal infiltration obscures vision and is suitably 
prolonged, there need be no ultimate damage to sight. Horne (1955) used a 
suspension of cortisone acetate (5 mg./ml.) in most of his cases although a 
suspension of hydrocortisone (5 mg./ml.), cortisone ointment (15 mg./g.) 
and subconjunctival injections of cortisone (0.25 to 0.5 ml. of a 25 mg./ml. 
suspension) were used occasionally. In the acute stage the patient was 
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admitted to hospital. One drop of the suspension was instilled into the 
affected eye at intervals of from one to four hours, depending upon the 
severity of the condition. At first, treatment was given throughout the 
twenty-four hours but after a few days it was usually possible to reduce, 
and then omit, the treatment at night. Treatment was continued under out- 
patient conditions. In general the treatment was maintained for shorter 
periods than others had recommended, but even so the relapse rate was not 
high. Horne thought it possible that the high initial dosage might tend to 
shorten the attack. All patients received general antisyphilitic treatment in 
addition but there was no reason to suppose that this affected the progress of 
the ocular infection. 
PENICILLIN TOXICITY 

Penicillin has enjoyed a great reputation for infrequency and lack of severity 
of toxic effects. Amongst other advantages, this has given a degree of safety 
in the treatment of syphilis never before attained. Unfortunately, there have 
been reports of serious and even fatal anaphylactic reactions to the drug and 
the incidence of these seems to be increasing. As Beerman and his colleagues 
(1956) have recently commented, the number of fatal anaphylactic reactions 
may be small in proportion to the number of penicillin injections ad- 
ministered, but one must pause when one author (Rosenthal, 1954) reports 
eight cases. Giving penicillin by mouth does not necessarily prevent these 
reactions, but it has been suggested that the use of corticotrophin may 
suppress the reactions and this method may be justified when the use of 
penicillin is imperative. There is evidence that accidental intravenous 
injections of procaine penicillin may cause severe effects and even death. 


OTHER FORMS OF TREATMENT 
Penicillin by mouth should not be used for the treatment of syphilis because 
of the difficulty in ensuring that a sufficiently high blood level is maintained 
for sufficient time to produce cure, and because of the difficulty in the case 
of outpatients of ensuring that the doses are taken regularly. 

Other antibiotics, namely chloramphenicol, chlortetracycline, oxytetra- 
cycline and, more recently, carbomycin, when given by mouth have been 
shown to have some effect in the treatment of early syphilis but, on the 
evidence, none can be regarded as an adequate substitute for penicillin. 


GONORRHEA 
There is no evidence, in vitro or in vivo, that strains of gonococci are 
becoming resistant to penicillin, which remains the drug of choice in the 
treatment of gonorrhea. In view of the fact that so many people have now 
received treatment with penicillin at one time or another and that a few 
have been sensitized, it should be routine practice to question patients about 
past treatment with penicillin and possible reactions to it. The other 
disadvantage of this drug in the treatment of gonorrhea is that even in small 
dosage there is some danger that it may suppress the early signs of incubating 
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syphilis, but early syphilis is now so uncommon in this country that the 
danger is small. The dosage commonly employed is from 300,000 to 600,000 
units of procaine penicillin in a single injection. 

Penicillin by mouth is effective in the treatment of gonorrhoea and has 
given good results especially when administered with suitable buffering 
substances with the patient fasting. Divided doses may be given at intervals 
of one to three hours and provided that treatment is continued for fifteen 
hours it seems that the dosage required is little more than that which is 
effective by parenteral injection. It is interesting to note, however, that 
benzathine penicillin given by mouth in single doses of up to 4.8 mega units 
proved of little value in the treatment of gonorrheea (Willcox, 1954). 

Streptomycin is effective in the treatment of gonorrhea and there is no 
danger that it may mask syphilis. A single intramuscular injection of 1 g. 
in watery solution produces good results in most cases. Streptomycin- 
resistant gonorrheea has been reported and there is evidence from Italy that 
it may be increasing (Chiarenza, 1954). 

Chloramphenicol, chlortetracycline, oxytetracycline, tetracycline and erythro- 
mycin are all known to be effective. Chloramphenicol has been given with 
success by mouth: in two doses each of 0.25 g. with an interval of one hour 
(Brett, 1953); in single doses of 1 g. and of 2 g. (Barrett and Burton, 1953); 
and in single doses of 3 g. (Butler et al., 1952). The results were good with 
all these methods but better with the larger dosage. 

With oxytetracycline, Willcox (1954b) obtained good results by giving an 
initial dose of 1 g. by mouth followed by four doses each of 250 mg. given 
at intervals during the following twenty-four hours. Metzger, Marmell and 
Prigot (1954) gave tetracycline by mouth with successful results. ‘The results 
with a total dosage of 1 g. were good, but not quite so good as those obtained 
with chlortetracycline in a comparable series. When the total dosage of 
tetracycline was increased to 1.5 g., given in three doses of 500 mg. at 
intervals of three hours, the results were considerably better. With erythro- 
mycin Gable and his colleagues (1953) obtained their best results by 
giving 2 g. by mouth in either single or divided doses. 

The metastatic complications of gonorrhea are, in general, resistant to 
antibiotics. Admission to hospital is required for general measures which 
may include fever therapy. Iridocyclitis due to this cause is well controlled 
by topical cortisone which should be used in conjunction with general 
methods of treatment. 

Genococcal ophthalmia neonatorum responds well to frequent local instilla- 
tion of pure penicillin in watery solution in concentration of 1:10,000 and 
also to penicillin administered systemically. The condition should be 
regarded as an emergency and be treated in hospital. 


CHANCROID 
This disease, which is very common in tropical and subtropical countries, 
is uncommon in this country and for the most part is found only in the 
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neighbourhood of seaports. The disease is known to respond satisfactorily 
to sulphonamides, to streptomycin, to chloramphenicol and to the tetra- 
cycline group of drugs. If sulphonamides are used it may be necessary to 
continue treatment for ten or fourteen days or more. Asin (1952) treated 
a large number of cases in Korea with streptomycin and found that 93 per 
cent. of them responded to intramuscular injections of 1 g. daily for five 
days. Mendell et al. (1954) used five methods of treatment, as follows: 


(1) Streptomycin 1 g. intramuscularly daily for seven days. 
(2) Sulphadiazine 1 g. four times daily for seven days. 
(3) Streptomycin 1 g. daily for five days, followed by sulphadiazine for a 


further five days. 

(4) Chlortetracycline 250 mg. four times a day for four days. 

(5) Oxytetracycline 250 mg. four times a day for four days. 
The four drugs were equally effective in the dosage used but the combination 
of streptomycin and sulphadiazine shortened the period of healing of the 
ulcers. Marmell and Prigot (1954) gave tetracycline, 1 g. daily, to each of 
five patients suffering from chancroid. The treatment was continued until 
the lesions healed. Total dosage varied from 10 g. to 21 g. and it seems 
reasonable to suppose that in most cases healing would have followed smaller 
dosage. Paparella (1954) obtained excellent results with chlortetracycline 
by mouth. He gave 1 g. initially and then 250 to 500 mg. every six hours for 
three to five days. Ulcers healed in four to seven days but inflamed lymphatic 
glands took longer to subside. In view of the fact that sulphonamides and 
streptomycin appear to be just as effective as the tetracycline drugs, are 
less expensive and are likely, in the dosage required, to be less toxic, they 
must be regarded as the remedies of choice in these cases. 


LYMPHOGRANULOMA VENEREUM 

There has been little progress in methods of treatment of this infection 
during the past three years. The experience then as now was that the tetra- 
cycline drugs, and particularly chlortetracycline for which claims had been 
made, were of limited value in the treatment of this disease. The fact that 
they appeared to be more effective in the later than the earlier stages sug- 
gested that the main effect might be on secondary infection. The results 
with chloramphenicol by mouth have also been disappointing, but Wood 
and his colleagues (1954) obtained good results with intramuscular 
injections of chloramphenicol (4 g. at intervals of two or three days to a total 
of 12 g.). Seventeen out of 18 patients were cured within eleven days. 
Marmell and Prigot (1954) treated two patients by giving 1 g. of tetracycline 
daily until the lesions were healed. Healing was complete after 10 g. and 
II g. respectively. 

There is reason to suppose that the manifestations of lymphogranuloma 
venereum may be found in Great Britain more often than in the past, 
especially as it has an appreciable incidence among immigrants from the 
West Indies. The treatment to be recommended in the first instance is a 
sulphonamide such as sulphadiazine, 5 g. daily for five to seven days. 
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Chloramphenicol or tetracycline may be useful in cases which fail to respond. 


GRANULOMA INGUINALE 

This disease is not a problem in Great Britain. Various antibiotics are known 
to be effective in treatment. The recommended dosage of streptomycin by 
intramuscular injection is 4 g. daily for five days. Chloramphenicol, chlor- 
tetracycline and oxytetracycline have proved effective by mouth in amounts 
of 2 g. daily for ten to twenty days. In view of experience with other infec- 
tions it seems reasonable to suppose that the tetracyclines may be just as 
effective with half this dosage and would then give fewer toxic effects. 
Wood, Olansky and Edmundson (1954) gave intramuscular injections, each 
of 4 g. of chloramphenicol at intervals of two or three days, to a total of 
12 g. to 16 g. Satisfactory healing occurred in 23 of 24 cases, the average 
time for healing being thirteen days. Whitaker et al. (1953) used carbomycin 
by mouth in a few cases and found it to be effective in total dosage of 12 g. 
to 28 g. It was also effective when given intravenously in single daily 
injections of 500 mg. to totals of 14 g. to 20 g. Erythromycin is also said 
to have some effect (Cordice et al., 1953-54). Relapse is quite common with 
all forms of treatment, but most cases respond to further treatment with 
the same or another antibiotic. 


‘NON-SPECIFIC’ URETHRITIS 

This disease, of which the cause is unknown, has attracted much interest in 
recent years because of its increasing incidence and the probability of its 
association with various forms of arthritis including so-called Reiter’s syn- 
drome. The uncomplicated condition responds only fairly well to treatment, 
and resistant or relapsing cases are quite common. The combination of 
streptomycin, 1 g. intramuscularly, with sulphathiazole, 6 g. daily by mouth 
for five days (Lyall, 1953) gives good results in some cases. Oxytetracycline 
is perhaps the most effective remedy although the results are not as good as 
those first described. Harkness (1953) gave 500 mg. six-hourly for four days 
and Willcox (1953) thought that results with this dosage were better than 
with 1 g. daily. Gartman and Leibovitz (1955), in a study of a large number 
of cases, found that in three out of five patients the symptoms and signs 
subsided spontaneously within eight weeks. Results of treatment with 
penicillin or with streptomycin were worse than those with no treatment. 
Chloramphenicol gave no better results than with no treatment. Chlortetra- 
cycline and oxytetracycline gave cure rates which were considerably better 
than the spontaneous cure rate. Clarke et al. (1955) obtained good results 
with tetracycline by mouth: 250 mg. four times daily for five days. Willcox 
(1955a) also obtained good results with the same dosage maintained for six 
days. The results were less satisfactory in cases which had failed to respond 
to other methods of treatment. Willcox (1955b) obtained fairly good results 
with erythromycin, giving 6 g. over five days. The results were better than 
he had obtained earlier with 2.4 g. in six days. 
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Spiramycin, a new antibiotic produced in France from a new species of 
Streptomyces named Streptomyces ambofaciens, has also given good results 
in the treatment of uncomplicated cases of this condition. The usual daily 
dosage for adults is 3 g. and the duration of treatment may be five days 
or more. 

CONCLUSION 

As the result of therapy with antibiotics the treatment of venereal diseases 
has been considerably shortened and simplified and the dangers of anti- 
syphilitic treatment have been largely eliminated. It would be wrong, 
however, to suppose that all the problems have been solved. There are still 
resistant and difficult cases. The incidence of these infections is no longer 
declining and in respect of some of the diseases has actually shown some 
increase. From the point of view of the individual patient there are con- 
siderable psychological and sociological problems. In the field of public 
health the subject still presents a major problem. 
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ADVANCES IN ANASTHESIA 


By W. D. WYLIE, M.B., M.R.C.P., F.F.A. R.C.S. 
Anasthetist, St. Thomas's Hospital and The National Hospital, Queen Square 


ALTHOUGH progress is a simple enough word to define, yet its objective 
measurement at any one moment of time is often surprisingly difficult. This 
is very true of anesthesia, a subject in which results are more dependent 
upon the skill and knowledge of the administrator than upon any particular 
drug, whilst assessment of effect is all too often merely a matter of clinical 
impression. To this extent during the past year or so there has been no 
remarkable advance of the nature of induced hypotension, or hypothermia, 
but rather a consolidation of the progress that began with the introduction 
of curare into clinical practice during 1943, and a tendency to a more 
conservative evaluation than hitherto of the antihistamines. Anesthetists, 
however, have been able to take stock of one or two new agents, and to 
reconsider some older ones in the light of changing ideas and differing 
surgical needs. Furthermore, the results of planned investigations into 
common causes of anesthetic mortality and morbidity suggest that a con- 
siderable advance might be made by the elimination of preventable 
accidents, many of which result from misuse of established agents and 
methods. 
MORTALITY IN ANASTHESIA 

Anzsthetic deaths are not commonly caused by peculiar and little-under- 
stood effects of drugs or techniques, but rather by departures from what is 
generally accepted as safe practice. Thus, Edwards and his co-authors 
(1956), in their report on an investigation into deaths due to anzsthesia, 
find that the large majority of fatalities are readily explicable and suggest 
that this fact and its implication should receive the attention of those 
responsible for the teaching of anzsthesia. Out of a total of 598 deaths 
which were considered to be due to anzsthesia, over one-third can be 
attributed to regurgitation or vomiting and to overdosage of thiopentone. 
The problem of the patient with a full stomach has been discussed in a 
previous issue (Wylie, 1953), but thiopentone is so commonly used nowadays 
that the potentially harmful effects of even small doses need comment. 

There is a danger that doctors may consider thiopentone to be safe for 
routine use as an induction agent to anesthesia whatever the condition of 
the patient. In theory, provided a small enough dose is given, even very ill 
patients can survive without undue depression of the circulation or respira- 
tion, but in practice the inexperienced anzsthetist often underestimates the 
severity of the patient's state and gives a relative overdose. There is therefore 
much to be said for sending such patients to sleep by inhalational agents 
coupled with a high percentage of oxygen, and avoiding thiopentone 
altogether. 
October 1956. Vol. 177 (481) 
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Edwards and his colleagues report on other causes of anesthetic mortality, 
many of which are preventable, such as postoperative pharyngeal obstruction: 
due to pharyngeal relaxation, faulty apparatus, inadequate resuscitation and 
inadequate ventilation. 

Inadecuate ventilation is a problem of special interest which has been 
brought to the fore by misuse of modern anzsthetics. Pask (1955) has 
drawn attention to the dangers which may result from the imperfect return 
of respiration after an anesthetic which includes the use of depressant 
agents, such as thiopentone, cyclopropane, pethidine or deep ether, and a 
muscle relaxant. The combination of central respiratory depression and 
peripheral respiratory paralysis leads to a state in which respiration must be 
either assisted or taken over completely by the anesthetist. If, however, 
neither of these is carried out, or one or the other is performed inadequately, 
then carbon dioxide will accumulate in the body. In these circumstances the 
colour of the patient is not necessarily a good indication of the state of 
respiration, since with the high oxygen concentration used in most modern 
sequences of anzsthesia even minimal respiration will avoid cyanosis. 
Moreover, when the patient is breathing air, obvious changes of colour only 
occur with severe respiratory depression— in fact at a late stage when carbon 
dioxide accumulation is maximal. 

The effects of a high carbon dioxide concentration during the operation 
may be unfortunate, but in the postoperative period, if respiration remains 
imperfect, they may be disastrous. Not only are the heart and circulation 
affected but, since depressant levels of carbon dioxide can be reached, 
respiratory arrest may be caused at a time when the patient is unattended 
by the anesthetist. This situation is often masked by the use of oxygen for 
patients who are breathing so imperfectly in the immediate postoperative 
period that cyanosis is caused. 


OBSTETRICAL ANASTHESIA 
From the surgical standpoint the practical results of anaesthesia in the 
operating theatres of this country are generally good, but in the obstetrical 
and outpatient departments this is not always the case. 

In obstetrical anesthesia the problem concerns the mortality and morbidity 
that follow existing methods, and a feeling that many of the advantages of 
new anzsthetic techniques have not yet been passed on to obstetrical 
patients. With the general decline in over-all maternal mortality, those 
obstetric deaths which are due to anesthesia assume an increasingly obvious 
place, accentuated by the fact that many are caused by vomiting. Death can 
be brought about in this way by acute anoxia, or as the result of aspiration 
into the lungs, but damage may be done to both mother and child even when 
there is no question of a fatal outcome. 

At the outset the advantages. of a local analgesic procedure, such as 
pudendal nerve block for operative delivery by the vaginal route in un- 
prepared patients, must be emphasized. About 60 per cent. of assisted 
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deliveries can be performed under local analgesia (Parker, 1956). ‘There are, 
of course, hazards with local analgesic techniques, but for this type of case 
they are likely to be less than those of general anesthesia if an expert 
anesthetist is not available. Nevertheless, some patients will need general 
anesthesia for either personal or obstetric reasons. 

In hospital practice a solution to the difficulty may well be found in the 
use of advanced techniques by experienced anzsthetists. Thus, a recent 
report has drawn attention to the value of a cuffed endotracheal tube and 
muscle relaxants (Coleman and Day, 1956). Once the patient is intubated, 
the risk of aspiration is eliminated whilst any given level of anzsthesia can 
be maintained with less anesthetic than would otherwise be the case, and, 
moreover, with complete maternal oxygen saturation. If deep anzsthesia 
should be needed it can be quickly and easily produced. The use of muscle 
relaxants not only facilitates easy intubation but also allows excellent 
operative conditions to be produced with minimal narcosis. 

The introduction of this type of anzsthesia to obstetrics is no more than 
the transfer of accepted operating theatre practice to the labour ward. For 
safety therefore the equivalent conditions in terms of apparatus, suction, 
and a quickly tilting labour ward bed are essential. More important than all 
these, however, and indeed than any particular anesthetic drug or sequence, 
is the experience of the anesthetist. 

Unfortunately all advances of this type in the field of practical anesthesia 
widen the gap that already exists between hospital and domiciliary obstetric 
practice. The overriding value of experience in both situations is about the 
only remaining link. 


OUTPATIENT ANASTHESIA 

For many years nitrous oxide has been the accepted outpatient anesthetic, 
and some measure of its popularity can be seen in the very large number of 
administrations—often by inexperienced doctors—that take place each day 
without ill-effect. Nitrous oxide, however, is a weak anesthetic agent and, 
unless supplemented by other agents or by a reduction in the patient's 
oxygen saturation, it is unable to produce good surgical conditions in many 
patients. 

Cyclopropane.—Bourne (1952, 1954) has described how he has anzs- 
thetized patients of all ages, ranging from infants to those in their eighties, 
with a bagful of cyclopropane and oxygen. The advantages of this mixture 
are a greater potency than nitrous oxide with consequently better operative 
conditions, a complete absence of anoxia, and a simple method of administra- 
tion which is pleasant for the patient. ‘To set against these, the main practical 
disadvantages are salivation during induction and an increased incidence of 
nausea and vomiting on recovery, although both can be considerably 
reduced by premedication with hyoscine and experience of the technique. 

The high oxygen percentage in this cyclopropane mixture makes it suit- 
able for patients with poor cardiac and pulmonary reserve, and its potency is 
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of particular value for resistant patients. But Bourne goes further and 
contrasts the relative safety of cyclopropane with a high oxygen concentra- 
tion at all levels of anesthesia and unsupplemented nitrous oxide with 
barely an adequate oxygen level once anesthesia is reached. Recently, he 
has drawn attention to a number of cases of delayed recovery following the 
use of nitrous oxide—a potential complication if suboxygenation is permitted 
—and the long-term morbidity that may result (Bourne, 1955). 

Thiobarbiturates.—The short-acting barbiturates, such as thiopentone, 
are occasionally administered as supplements to nitrous oxide in outpatient 
anesthesia or in similar circumstances, to provide a more pleasant induction 
than that from an anesthetic mask. They have, however, the great dis- 
advantage of a residual effect even when they are given in very small doses, 
which may persist for several hours after the operation is over. 

In the search for a drug which is more quickly eliminated from the body 
than existing barbiturates, buthalitone sodium (‘transithal’, ‘ulbreval’), a 
short-acting thiobarbiturate, has been introduced into clinical practice. 
Reports suggest that when this agent is administered the return to conscious- 
ness is rapid and notable for the absence of post-anzsthetic sleepiness or 
confusion (Weese and Koss, 1954; Nobes, 1955). With buthalitone, how- 
ever, as with other similar anesthetic agents, the assessment of results is 
dependent upon so many different factors that it is still too early to make a 
final comparison. The margin of difference between this drug and other 
thiobarbiturates does not seem likely to be of great clinical significance. 

All outpatient anesthesia is limited by the extent of the facilities provided 
for preparation and recovery of the patient, but if there is a place where 
the patient can lie down for an hour or two, surprisingly effective operative 
conditions can be provided by a judicious combination of drugs. Most of the 
credit for this advance must go to the short-acting muscle relaxant, suxa- 
methonium, which is now frequently used to provide brief paralysis under 
minimal narcosis for many outpatient procedures. Good examples are 
electroconvulsion therapy, reduction of fractures, some endoscopies, and a 
number of dental operations. 


A STEROID ANASTHETIC 
An entirely new type of anesthetic agent has been introduced as a result 
of the original work of Selye (1941), who demonstrated that steroids have 
anesthetic properties. Some steroids have a high anzsthetic potency with 
minimal hormonal activity, and one in particular, hydroxydione (‘viadril’), 
was used clinically last year (Murphy et al., 1955). 

Hydroxydione can be compared with the thiobarbiturates, such as thio- 
pentone, since the method of administration, mode of action and effects 
on the body are similar, but its therapeutic index is higher than that of 
thiopentone and there is a marked difference between the effects of the two 
drugs on respiratory-tract reflexes. Unlike thiopentone, which tends to 
exaggerate reflex activity in this part of the body, hydroxydione has a 
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depressant effect which may be of value for certain operations. Nor is 
respiration greatly affected. After hydroxydione anzsthesia patients rarely 
suffer from sickness and apparently have a sense of well-being and lack of 
fatigue. These have been likened to the effects of cortisone (Galley and 
Rooms, 1956). 

There are, however, disadvantages, notably an irritant action necessitating 
intravenous injection in an extremely dilute solution to prevent venous 
thrombosis (this means that a very large quantity of fluid must be given to 
induce anesthesia), a lengthy period—ten to twenty minutes—for the pro- 
duction of full anzsthesia, and a tendency to cause hypotension (Taylor and 
Shearer, 1956). 

Although hydroxydione itself does not appear to be a satisfactory sub- 
stitute for existing agents, steroid anzsthetics offer interesting possibilities. 
Further investigation of this series may well reveal a compound with fewer 
side-effects and with marked advantages t6 the clinical anesthetist. 


CHLORPROMAZINE IN ANASTHESIA 

So many advantages were claimed for chlorpromazine after its introduction 
into anzsthesia that, not surprisingly, some of the more extensive have 
never been fully substantiated, whilst the passage of time has enabled 
several disadvantages to receive more attention than hitherto. Nevertheless, 
chlorpromazine represents an advance in anesthesia, offering certain effects 
which can be of benefit to the clinical anesthetist in his everyday practice. 

The most practical of these are a central tranquillizing action which is of 
particular value for pre- and post-operative sedation, a useful anti-emetic 
effect, and a specific ability to depress respiratory-tract reflexes. Since 
chlorpromazine does not depress respiration, and as it potentiates analgesic 
drugs, good results can be achieved without undue side-effects in the treat- 
ment of pain by a combination of these agents. These facts also apply during 
anesthesia, particularly when a quiescent respiratory tract is desirable, but 
the duration of unconsciousness after operation is likely to be increased, 
whilst there is usually a degree of hypotension due to circulatory depression. 

Knapp and Beecher (1956) have shown that when 50 mg. of chlorpro- 
mazine are injected intramuscularly towards the end of the operation into 
patients having a general anesthetic, a significant reduction occurs in 
sickness of all types for the first twenty-four postoperative hours. In this 
respect this dosage of chlorpromazine is, over all, more effective than 100 mg. 
of dimenhydrinate or 150 mg. of pentobarbitone used in the same way. 
Nevertheless, all these agents extend the average awakening time of the 
patient and cause a significant degree of hypotension—chlorpromazine 
being the worst offender in each case. 

Chlorpromazine and other antihistamines should be used sparingly during 
anzsthesia unless the anzsthetist is certain that adequate facilities exist for 
the postoperative care of his patients. For postoperative sedation these drugs 
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are best reserved until the patient has recovered consciousness, when they 
can be given with greater safety. 

Chlorpromazine is also used in some obstetric clinics during normal 
labour but reports are far from unanimous about the results of treatment 
with it. Uterine contraction may be diminished and labour consequently 
delayed, but with reasonable dosage the baby does not appear to be affected. 

In anesthetic practice the total dosage of chlorpromazine given to a single 
patient need never be very large and liver damage or other similar toxic effects, 
such as have been recorded after prolonged use, are extremely unlikely to 
occur. 

NON-EXPLOSIVE ANASTHETICS 

Every year a small number of patients die as a result of anesthetic explosions, 
all of which could have been prevented by the use of non-explosive anesthetic 
agents. But drugs of this type already in clinical use have disadvantages 
which mitigate against their value on occasion and make the choice of 
inflammable agents necessary. As a result much research has been carried 
out recently in an endeavour to produce an all-purpose but safe, non- 
explosive inhalational anzsthetic—in fact the sort of drug which would 
possess the intrinsic advantages of ethyl ether. 

One line of approach has been to fluorinate various ethers, since this 
process reduces their inflammability, although at the same time it diminishes 
anzsthetic potency. In trifluorethylvinyl ether (‘fluoromar’ in the United 
States) a potent anzsthetic has been produced which in clinical practice 
behaves similarly to ethyl ether (Sadove et al., 1956). This drug, however, 
is still inflammable, although much less so than ethyl ether or cyclopropane, 
and can only be considered as a step on the way to the ideal non-explosive 
anesthetic. Such a drug would be of undoubted benefit to the occasional 
anesthetist, not least in the circumstances of domiciliary practice. 
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ADVANCES IN PLASTIC SURGERY 


By T. POMPRET KILNER, C.B.E., D.M., F.R.C.S. 
Nuffield Professor of Plastic Surgery, University of Oxford 


In the Special Number of The Practitioner devoted to ‘Advances in Treat- 
ment’ in October 1952, McIndoe and McLaughlin gave a full and instruc- 
tive review of ‘Advances in Plastic Surgery’ to that date. I shall therefore 
concentrate on advances which have been made since that date. Many of 
the problems considered then remain unsolved but we are probably a little 
nearer a satisfactory solution for some of them. Clinical investigations pro- 
ceed apace and much more basic research is being conducted in the specialty 
than ever before. The scale of the latter is still too small, for the demands 
made on the plastic surgery units now established in every hospital region 
keep surgeons and assistants busily occupied in providing routine treatment 
and leave them little time for that relaxation and thinking which are so 
essential to all forms of scientific research. The university departments, in 
association with which most of our units have been established, offer all the 
facilities required and it is hoped that in the near future increases in the 
staff establishments will allow much more use to be made of them. 


BURNS 

The treatment of burns by exposure has gained in popularity and the 
methods advocated by Wallace (1951), Blocker (1951) and Artz and his 
colleagues (1953) are now almost routinely employed in most plastic sur- 
gery units. Special burns units have been established in many plastic surgery 
centres and these are giving opportunities for better observation of cases 
and assessment of the value of different methods of treatment. They also 
provide centres of instruction for the nursing staff and for surgeon-trainees 
not only of the plastic surgery unit itself but also of the general surgical 
departments of the hospital and of other hospitals in the region. This is 
important for it will be evident that no regional burns centre would be able 
to cope with all the cases of burns from a maior disaster. Great advances 
have been made in our knowledge of fluid replacement in shock, and many 
workers, among whom may be mentioned Artz and Reiss (1954), Evans 
et al. (1952), Wilkinson (1955), Le Quesne (1954), have concerned them- 
selves with finding out what form this fluid replacement should take. All 
have been anxious to find a colloid solution which may replace plasma, if 
not always at any rate in times of emergency. Squire, Bull, Maycock and 
Ricketts (1955) have written an excellent monograph on this subject. 
Several proprietary brands of dextran have been employed with, on the 
whole, satisfactory results. It is important to realize, however, that these 
solutions cannot take the place of blood where blood has been lost in 
quantity or destroyed, as in extensive full-thickness burns. 
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Too much stress cannot be laid upon the value of early grafting in burns, 
both as a means of eliminating infection and preventing contractures. 
A pamphlet written by members of a committee of the British Association 
of Plastic Surgeons (Battle et al., 1954) gives, in concise form, the general 
principles to be followed in the treatment of burns. Jackson (1953) and others 
have described means of estimating the depth of a burn, a most important 
factor in treatment and prognosis. Sutherland (1955) has investigated the 
nutritional needs of the burned patient. 


FREE SKIN GRAFTS AND TUBED FLAPS 

Medawar and his colleagues have continued their work on homografts. 
Billingham (1952) gave an excellent résumé of their work up to that time 
and many articles have been written by them since, notably the one by 
Billingham, Brent and Medawar (1955) on acquired tolerance of skin homo- 
grafts. Although the use of homographs has become much more popular 
as a life-saving measure in extensive full-thickness burns, the means to be 
employed to give ‘permanent persistence’ have not yet been discovered. 
Skin is now being stored more frequently and successfully so that second 
applications of autografts may be applied to extensive raw surfaces. This 
technique is particularly useful when both aspects of the trunk or of a limb 
have been denuded of skin and technical difficulties prevent the grafting 
of both aspects at one sitting. No anesthetic is required for the application 
of the stored graft. 

Stored grafts also have their use in the ‘delayed’ grafting of surfaces pro- 
duced by surgical excision when it is difficult to obtain complete haemo- 
stasis or when the lesion excised is an infected one. Grafts may be stored 
for three weeks or more in a domestic refrigerator, and deep freezing 
methods may preserve them for several months. 

Hynes (1954), observing the vascularity of the surface left after removal 
of a split skin graft, has developed the reversed dermis graft, cutting a 
further graft from the split skin graft donor area and applying this (reversed) 
to the recipient surface, applying the thin epithelial graft to the now exposed 
deep surface of the second graft. Such grafts have been found of particular 
value in the treatment of chronic leg ulcers, giving covering of ample 
thickness and good mobility and, in some cases, saving the need for the time- 
consuming transfer of skin in flap form from a distance. 

Full-thickness (Wolfe) grafts are being employed more often on the face. 
Taken from the post-auricular or clavicular region they provide skin of 
pleasing texture and colour. 

Tubed flaps.—Methods of assessing the blood supply in these flaps and 
so expediting their early transfer have received the attention of several 
workers. The atropine test of Hynes (1948), the use of fluorescein by Hynes 
and Macgregor (1949), the radioactive sodium clearance test of Barron and 
his co-workers (1951, 1952) and their later congestion test (Barron, 1955) 
all represent important contributions to this subject. 
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CARTILAGE AND BONE GRAFTS 
Cartilage grafts.—The promise which bovine cartilage gave as a stiffening 
material for the reconstructed ear, or for contour restoration in the nose 
and face generally, has not stood the test of time (Gibson and Davis, 1953; 
North, 1953). Gibson continues his investigations of the causes of distortion 
in autografts of cartilage and these may well result in the reinstatement for 
contour restoration of this readily shaped material. 

Several surgeons have observed absorption of both bone and cartilage 
implanted as autografts in young children and have suggested that im- 
maturity of the material implanted is responsible for this phenomenon. 

Bone grafts.—Cancellous bone grafts from the iliac crest retain their 
popularity for nasal bridge line support. Reidy (1956), however, has reported 
complete absorption of homografts taken from a bone bank. 


COMPOSITE GRAFTS 
Free grafts composed of two layers of skin with intervening cartilage are 
being used more frequently than before for defects in the columella, nostril 
margin or eyelid. Their field of usefulness is a restricted one and there is 
always some uncertainty about their survival. When they are successful, 
however, they give beautiful results and save the patient a multi-stage 
transfer of skin from a distance. 


FACIAL PARALYSIS 

Fascia lata continues to be employed for the static support of the cheek 
and the angle of the mouth, and the temporalis and masseter muscles have 
their advocates for the provision of some action in the paralysed side. 
Niklison (1956) has put forward some new ideas: shortening of the paralysed 
muscles and division of the overacting ones on the other side of the face. 
His careful analysis of the action of the facial muscles is bound to provide 
a new stimulus in this fascinating but difficult problem. 


CLEFT LIP AND CLEFT PALATE 
Cleft lip.—The square flap repair procedure popularized by Le Mesurier 
(1955) has been widely adopted and is giving very pleasing results. There 
has been a recrudescence of enthusiasm in some quarters for neonatal repair 
of the cleft lip under local anesthesia (Straith et al., 1955), the claim being 
made that results are as good as those obtained by later operation whilst 
the early repair saves the parents a great deal of mental distress. 

Cleft palate-—Whilst methods of repair of the cleft palate have shown 
little change, much greater interest has been taken in speech results. Diag- 
nosis of the causes of defective speech has been greatly assisted by lateral 
x-rays and ciné-radiography, using an opaque medium to outline the parts 
(Calnan, 1956; Ardran and Kemp, 1951). These investigations have been 
of particular use in cases in which an apparently satisfactory repair has 
failed to give good speech and when assessment of palato-pharyngeal 























490 THE PRACTITIONER 


‘sphincteric’ incompetence may indicate the need for speech therapy alone 
or for some form of pharyngoplasty. 


CONGENITAL ANOMALIES OF THE EAR 

There has been some improvement in the results of reconstruction of the 
pinna for congenital absence although little change in principle is noted. 
Much interesting work has been done on the elucidation of the middle-ear 
defect and on the reconstruction of an external auditory meatus so related 
to the internal ear as to provide an increase in air-conduction hearing. In 
the unilateral case there is no urgency about such treatment but in the 
bilateral case it is important to give all possible improvement before school 
age; otherwise education proves troublesome and difficult (House, 1953; 
Peet, 1956). 

Improvements have been made in the treatment of the over-prominent 
pinna, more attention being now given to the production of a well-defined 
antihelix (McEvitt, 1947; Jayes and Dale, 1951). 


SCARS 
Acne and dirt-ingrained scars on the face are now being treated by sand- 
papering or other forms of abrasion (Iverson, 1953). Keloid scars are still 
an unsolved problem whether considered from the point of view of cause 
or that of treatment. Although strong antipathy to the use of irradiation for 
anything other than a malignant condition has been expressed by some 
surgeons, there seems little doubt that x-ray therapy renders the keloidal 
plaque flatter, paler, and less irritable, and the majority of plastic surgeons 
still combine x-ray therapy with excision in the treatment of linear keloid 
scars (Levitt, 1951). 
LYMPH@DEMA 
This remains a very puzzling condition. Aird (1955) and Kinmonth (1954) 
have done much to help in defining its types and indicating the lines which 
treatment should follow. The method described by Gibson and Tough 
(1955), in which the skin and underlying fat are removed and split skin grafts 
cut from this mass are placed on the raw surfaces, produces legs which, 
although unpleasant in appearance for many months, give great satisfaction 
to their possessors. 
MALIGNANT DISEASE 

The liaison between the surgeon responsible for the removal of a neoplasm 
in the head and neck region and the plastic surgeon required for recon- 
structive work has steadily become a closer one. The surgeon responsible 
for destruction is encouraged to be more radical in his removal if he knows 
how well the parts can be reconstructed by his plastic surgical colleague, and 
the latter, if present at the destructive operation, may save much time and 
discomfort for the patient by leaving the defect in the best possible con- 
dition for later repair. In selected cases he may be able to carry out a 
primary repair. Such collaboration has led to improvements in the treat- 
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ment of carcinoma of the mouth and cheek and perhaps even more so in 
the reconstruction of the pharynx after radical laryngectomy. 


GENITO-URINARY ANOMALIES 

There have been no particular developments in the treatment of epispadias 
and hypospadias. The buried skin-strip technique of Browne (1949) holds 
the field in popularity for the treatment of hypospadias. Johanson (1953) 
has applied this technique with conspicuous success to the treatment of 
urethral strictures. No material advance has been made in the treatment 
of ectopia vesice: ureteral transplantation, followed by excision of bladder 
mucosa and reconstruction of the abdominal wall and external genitalia, 
remains the best the surgeon can offer these sorely afflicted patients. Fear 
of ascending infection has led some surgeons to implant the ureters into an 
ileal loop artificial bladder in preference to the large bowel. 
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ADVANCES IN RADIOTHERAPY 


By B. W. WINDEYER, M.B., F.R.C.S., F.F.R. 
Professor of Radiology (Therapeutic), University of London; Director, Meyerstein 


Institute of Radiotherapy, Middlesex Hospital 


DwuRING the past decade the whole science and art of medicine has benefited 
from discoveries of physiological, chemical and physical principles, and 
radiotherapy has been particularly affected by the advance in knowledge of 
nuclear physics, of electronics and of high-voltage engineering. 

For many years, radiotherapy depended, for the treatment of extensive 
and deep-seated tumours, upon x-ray machines working at a maximum 
tension of about 250,000 volts. The quality of x-rays produced by apparatus 
in this voltage range is such that the maximum dose is delivered to the skin. 
The radiation is absorbed in the tissues to such an extent that it is not 
possible to deliver a dose adequate to destroy a deep-seated tumour in the 
centre of the thorax or the pelvis without giving a heavy dose of radiation 
to a large volume of overlying normal tissue. 

Radium or radon was used, sometimes by surface application, more often 
by the interstitial implantation of needles or seeds or by intracavitary 
application, in order to obtain a high local dose. In a few centres radium 
was also used in the form of teleradium apparatus, in amounts of up to 10 
grammes, as an alternative method of external irradiation. It had the 
advantage of a harder quality of radiation, approximating to x-rays generated 
at 2 million volts, which causes less damage to tissues than conventional 
250 kilovolt x-rays and, in particular, less damage to bone and cartilage, as 
there is less differential absorption in these tissues. Owing to the relatively 
small amounts of radium that could be used economically, however, it was 
not possible to use teleradium apparatus in such a way that adequate depth 
doses could be obtained and its use was restricted to the treatment of 
limited and relatively superficial growths such as those in the mouth, 
pharynx and larynx. 

SUPERVOLTAGE RADIATION 
Developments in high-voltage engineering and in electronics have now made 
available x-ray apparatus well adapted for clinical use, working regularly and 
reliably at two, four and eight million volts, which have become an essential 
part of radiotherapy practice. There are also machines adapted for clinical 
use, but perhaps still rather more for research purposes, producing x-rays 
at twenty and thirty million volts and even much higher. 

The quality of radiation generated by apparatus working at a million 
volts or more, which has become known as supervoltage radiation, has many 
advantages in treatment. The depth dose is greatly increased so that it is 
possible to deliver any required dose to a lesion in any situation in the 
body with relatively simple planning and without over-treatment of the 
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surrounding normal tissues: the skin dose is diminished and the absorption 
of radiation in bone and cartilage is less, so that there is no shielding effect 
when treating tumours underlying bone and there is less risk of bone and 
cartilage necrosis. There is less scattered radiation with a smaller total body 
dose and the incidence of radiation sickness is diminished. All these factors 
mean that, with properly planned treatments, better results can be achieved 
with less of an ordeal and less discomfort for the patient. 

With some types of supervoltage x-ray apparatus it is possible to use 
the electron beam for direct irradiation of the tissues. Its value in com- 
parison with the x-ray beam is still undetermined and it is still a subject 
for research, but it may add a valuable tool to the radiotherapist. 

The increased power and penetration of the radiation from this type of 
apparatus do, however, bring considerably increased dangers, complications 
and sequela if inaccurate treatment and inadequate care and attention 
are given. The dose on the skin on the far side of the body may become of 
much greater importance than the incident dose, and inaccurately directed 
beams may build up such a heavy dose that extensive tissue damage may be 
caused deep in the body without any apparent effect on the skin or superficial 
tissues. 

RADIOACTIVE ISOTOPES 
Developments in nuclear physics have now made available for medical use 
the whole wide range of radioactive isotopes. Some of these are particularly 
suitable as substitutes for radium for various types of treatment and in some 
ways have considerable advantages. With radioactive isotopes it has been 
possible to develop massive telecurie units which are comparable in effecy¥ve- 
ness to supervoltage x-ray machines. 

Cobalt 60, which is obtained by exposure of inactive cobalt in a nuclear 
reactor, emits two types of gamma radiation of hard quality. It can be 
obtained with a high specific intensity of radiation so that a high dose 
rate of gamma rays is emitted from a small mass of cobalt 60. With this 
isotope it has been possible to construct telecurie units containing up to 
2000 curies which are adequately protected and safe in use, and yet compact 
and manceuvrable for application to the patient. Cobalt 60 units of this 
size, comparable in radiation output to nearly 3000 grammes of radium, are, 
in effect, efficient substitutes for x-ray apparatus working at 3 million volts. 
They have some advantages in that, once the source is acquired and installed, 
the problems of maintenance are much less than in the case of x-ray 
machinery with its complicated high voltage and electronic equipment. 
They can be made more manageable and can be more readily adapted for 
rotation techniques. The output of radiation is predetermined and depends 
upon the size of the source, the only variation being a gradual diminution in 
dose rate, according to the half-life of the isotope. This, however, is a 
disadvantage, as treatment times gradually become prolonged and, as cobalt 
60 has a half-life of 5.3 years, it is necessary to renew the source after 
three or four years in order to keep reasonable treatment times. 
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In comparison with x-ray apparatus in this voltage range, telecurie 
isotope units also have, in general, the disadvantage that it is not possible 
to irradiate such wide fields, owing to diminution of intensity of radiation 
at the edges of such fields, and the dosage rate from x-ray apparatus is 
somewhat higher. It seems likely therefore that both x-ray apparatus of 
various kinds and cobalt 60 telecurie units will continue to be developed for 
treatment in the one to five million volt quality range and that they will 
be found to be complementary to one another. 

Radio-iridium.—Telecurie units are being developed with other isotopes 
with different quality of radiation. Radio-iridium (Ir'™), with a radiation 
quality of approximately 400 kilovolts, has been found to be of value in a 
unit containing about 77 curies as a substitute for moulded radium surface 
applicators. It has the great advantage of reducing the amount of radiation 
received by the radiotherapy personnel which is inseparable from radium 
applicator work. Its main disadvantage is that, with the short half-life of 
74 days, it is necessary to renew the source at monthly intervals. 

Radio-cesium (Cs"’) has come into prominence in recent years as another 
isotope suitable for telecurie units. The quality of gamma radiation emitted 
is comparable to x-rays from a 700-800 kilovolt machine. Radio-cesium is 
a fission product and should be available in quantity in the waste products 
of nuclear reactors, but methods of extraction and purification have not 
yet been perfected. It has a half-life of 33 years which makes it particularly 
convenient as a telecurie source. Owing to the difference in quality of 


radiation it seems unlikely that Cs™’ will replace cobalt as a telecurie 
source, but it may well be developed as an additional type of telecurie unit. 
With its obvious advantages of long life, absence of electrical maintenance 
problems and some advantage in quality of radiation, it may perhaps replace 
to a great extent the conventional 250 kilovolt x-ray plants in palliative 
treatments and in many routine treatments of less deep-seated and more 
radiosensitive lesions. 


ROTATION THERAPY 

Apart from actual apparatus there have been many technical advances in 
radiotherapy. Rotation therapy in various forms has proved to be of great 
value. The principle of these techniques is to move the incident beam of 
radiation in relation to the surface of the body, while continually directing 
it at the tumour situated deeply in the tissues. In this way a heavy dose 
can be delivered to the tumour without causing excessive irradiation to any 
area of the skin or volume of tissue superficial to it. 

Various techniques of rotation are now in common practice. The beam of 
radiation may be fixed and the treatment couch may be made to rotate. If the 
tumour to be treated is accurately placed at the centre of rotation with the 
beam angulated at, say, 30° and directed to the rotation centre, a cone of 
tissue is irradiated with maximum dosage at the tumour, and a much smaller 
dose is delivered to any part of the skin and superficial tissues. Similarly, 
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there may be a fixed, horizontal beam with a rotating chair for the treatment 
of a patient with a tumour in the esophagus or bronchus. Alternatively, the 
patient may be able to be kept supine in a comfortable and easily maintained 
position while the beam of radiation is rotated around the couch in a plane 
at right-angles to the long axis of the patient’s body, with a pendulum 
movement or with complete rotation. 

Insistence on complete physical accuracy and, in order to obtain this, the 
inclusion of clinically trained physicists in the team responsible for radio- 
therapy, have not always been fully understood. The treatment of a patient 
by irradiation is not only a question of deciding upon the distribution of dose 
and the method of delivering it, and the number of patients cured does not 
depend merely upon elaborations of technique. It depends much more upon 
clinical knowledge and judgment, the assessment of reactions both local 
and general, and as complete a knowledge as possible of the life history and 
pathology of the diseases to be treated. The proper clinical treatment of the 
patient, however, is impossible unless there is the fundamental basis of an 
accurate knowledge of the dose delivered and its exact distribution. Without 
this the radiotherapist would be handicapped as much as the physician 
prescribing drugs without any system of weights and measures. 


THE FUNDAMENTAL PROBLEMS OF RADIOBIOLOGY 

The most important aspect of progress in radiotherapy at the present time 
appears to be our increase in knowledge of the fundamental problems of 
radiobiology. Much has already been learned and adopted for clinical 
practice. Increased fractionation and prolongation of the total time of treat- 
ment, although they may have disadvantages in prolonging the patient’s 
ordeal, have proved to be of great benefit for many types of tumour. They 
have enabled heavy dosage to be given without causing severe damage to 
normal tissues, and have brought some previously resistant lesions within 
the scope of curative treatment. 

Methods of increasing the radiosensitivity of various types of cancer have 
had a prominent place in research. Animal experiments have shown that 
increased oxygenation of tumours makes them more radiosensitive and 
treatment techniques are now being used involving increased oxygenation, 
which give some prospect of improvement in response. 


EVALUATION OF ADVANCES IN RADIOTHERAPY 
Clinical evaluation of the results of treatment of cancer by any method 
has always proved difficult, and there are many statistical pitfalls. In any 
individual site there are differences in the pathological type, in the clinical 
stage of the disease, and in the ages and general condition of the patients. 
It is necessary to have a long period of observation and large numbers of 
patients to determine survival rates. In addition, the treatment of cancer 
is a question, not only of the treatment of those with limited disease and 
some chance of cure, but also of the palliation of a great number with 
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advanced disease for whom the correct treatment is just as important, but 
cannot be measured statistically in terms of prolonged survival. 

A complete assessment of the clinical value of advances in radiotherapy 
must take into account all these factors. Controlled statistical evaluation 
of long-term results is necessary and there are not yet sufficient cases in 
the various groups and sufficient time has not elapsed for this to be done 
with supervoltage radiotherapy. It is possible, however, to give an assessment 
based upon clinical observation and experience which may be of interim 
value and is the only way in which the value of palliation can be expressed. 


CARCINOMA OF THE BLADDER 
In-cancer of the bladder radiotherapy has produced a definite improvement 
and now has an established place in certain types of tumour. In lesions not 
more than 5 cm. in diameter and with no surrounding mucosal changes, 
both those limited to mucosa and submucosa and those invading muscle, 
the implantation of radon seeds or radioactive gold grains has produced 
five-year survival in between 30 and 45 per cent. in several reported series. 
The advent of supervoltage radiotherapy has improved the survival rate in 
more advanced and infiltrating growths. Blomfield (1956), with 2 million 
volt x-rays, obtained four-year survival in 18 out of 60 patients with such 
tumours, and, in addition to long-term survival, the degree of palliation 
obtained by supervoltage treatment has been greatly improved. 


CARCINOMA OF BRONCHUS AND @SOPHAGUS 
Cancer of the bronchus and cancer of the esophagus are two of the most 
deadly forms of malignant disease. The former, with a high and increasing 
incidence in the population, is cured in a small percentage by surgical 
ablation; the latter is rarely cured by any method. Radiotherapy, especially 
supervoltage therapy, now provides a definite measure of palliation in an 
appreciable proportion of cases of both diseases. In bronchial carcinoma 
pain of deep boring character is usually alleviated, hemoptysis almost 
invariably arrested, and superior vena caval obstruction, with its particularly 
distressing symptoms, is relieved in the majority of cases. Those per- 
manently cured are, unfortunately, still only a very small proportion and, 
as in some other types of cancer, the cases of carcinoma of the bronchus 
which are most radiosensitive are often those most liable to give widespread 
metastases. Oat-celled and undifferentiated growths not infrequently respond 
well, with apparent complete disappearance of the local tumour in the lung, 
but in a high proportion of cases intracranial, skeletal or visceral metastases 
develop soon afterwards. 

In cancer of the middle third of the esophagus supervoltage radiotherapy 
can usually relieve obstruction and so allow the patient to swallow normally 
without the necessity of intubation or of gastrostomy. The number of cases 
treated is too small and the period of observation as yet too short to be able 
to assess the proportion who may remain permanently free of disease. In 
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this condition, too, there is a considerable proportion of patients who develop 
metastases if control of the primary lesion allows them to live long enough. 


CARCINOMA OF THE MOUTH AND PHARYNX 
Supervoltage irradiation has advantages also in less deep-seated growths, 
such as squamous-cell carcinoma in the mouth and pharynx. By this form of 
treatmem much better palliation can be obtained than by the older estab- 
lished techniques. Complete destruction of the tumour, with healing, may 
be achieved in an appreciable proportion of advanced lesions which could 
not have been dealt with previously by any other form of radiotherapy or 
by surgery. One of the most striking features of supervoltage radiotherapy 
in all these conditions is that the treatment is well sustained even by elderly 
and debilitated patients, and that results are obtained with less local reaction 
and discomfort. 

OSTEOGENIC SARCOMA 

Radiotherapy is establishing a place of importance in the treatment of 
bone sarcoma. The results of amputation have been so depressing that 
some surgeons and radiotherapists have turned again to see whether radio- 
therapy alone or radiotherapy in association with surgery may cause some 
improvement. Osteogenic sarcoma is notoriously a radioresistant condition, 
but it has now been found that, with heavy dosage, recalcification and 
healing can be obtained in an appreciable proportion of cases. It may be 
argued that this is of minor importance because, if the limb is amputated 
above the joint proximal to the lesion, local recurrence is unlikely and it is 
blood-borne metastasis which causes the death of the patient. There is, 
however, no greater tragedy than to amputate the limb of a child only to 
have him die of thoracic metastases within a few weeks or months. If this 
is to be his fate it is surely better that he should have the tumour rendered 
inactive by irradiation and conserve his limb for whatever time he may 
remain alive. 

Undoubtedly the great majority do develop such metastases, whatever 
the method of treatment of the primary lesion, but there is no evidence 
that a higher proportion develop metastases if the limb is treated by irradia- 
tion and not by amputation. In fact there is some evidence that the 
pathetically small cure rates may be improved by treating the primary 
tumour by irradiation and thus avoiding, or at least postponing, amputation. 
In this condition, too, supervoltage has distinct advantages over conventional 
250 kilovolt x-ray treatment. It is possible to deliver the higher dosage 
necessary to control osteogenic sarcoma without producing either bone 
necrosis or necrosis of soft tissues. With present techniques, however, such 
high doses will produce a gradually developing fibrosis of the limb muscu- 
lature over a period of months or years, and this may cause such disability 
that at a later date amputation may be necessary on account of a useless limb. 


CARCINOMA OF THE BREAST 
The proper treatment of cancer of the breast is still the subject of much 
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debate, but one aspect of the subject has become much clearer. The contra- 
indications for operation have become more defined. It is now generally 
recognized that cases with extensive axillary metastases, cases with fixation 
of the mammary tumour to the musculature and those with edema of the 
skin are not suitable for surgical ablation, which may often make the patient’s 
condition far worse. In such cases radiotherapy will give a longer period of 
palliation. Many patients with disease in this stage can be kept free from 
symptoms for periods of years, and in some the disease can be completely 
eradicated. The recognition that in stage 3 cancer of the breast radiotherapy 
should be employed and that surgery has no part to play is one of the greatest 
advances in the treatment of this disease. In stage 2, radiotherapy is being 
used to a greater extent either as a preoperative or as a postoperative measure, 
and it would appear to be the best solution to the problem of involvement of 
the intercostal nodes along the course of the internal mammary vessels. 


PROGRESS IN THE CLINICAL APPLICATION OF 
RADIOACTIVE SUBSTANCES 

Radioactive isotopes are being employed increasingly in the treatment of 
patients. Some are being used as substitutes for radium in various techniques 
in addition to their use for telecurie units. Cobalt 60 is used in the form 
of tubes and needles for intracavitary and interstitial irradiation in the 
treatment of cancer of the cervix and cancer of the tongue respectively. 
New techniques of interstitial irradiation have been developed. Radioactive 
tantalum wire can be threaded through the tissues to replace a radium 
needle implant, and radioactive gold grains are now being used to an 
increasing extent in place of radon seeds for small permanent implants in 
such situations as the bladder and the mouth. Phosphorus 32, incorporated 
in plastic, forms a convenient beta ray source for the treatment of superficial 
skin lesions and strontium go is now being used to replace the old beta ray 
radium plates and eye applicators. 

Radioactive gold in colloidal solution is often used, with good palliative 
results, for instillation in the pleural or peritoneal cavities in cases of pleural 
effusion or ascites caused by metastatic dissemination, and radioactive 
solutions of sodium 24 and bromine 82 are being used in suitable containers 
to irradiate the bladder mucosa in selected cases of multiple papillomas 
and superficial cancers. Originally there were high hopes that radioactive 
isotopes would be found which could be given by mouth or into the blood 
stream and which would be absorbed selectively in sufficient intensity in 
the tissues to treat various types of cancer. These hopes have not so far 
been fulfilled except for the use of radiophosphorus and radio-iodine. 
Phosphorus 32 has been found to be of value when given intravenously or 
orally in cases of polycythemia vera and in some cases of chronic leukemia. 
It has also been tried in other conditions, particularly some of the reticuloses, 
but has not been found to be an advance on other forms of treatment. 

Radio-iodine, on account of its high selective uptake in the thyroid gland, 
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has proved to be of the greatest value in thyrotoxicosis and in some cases 
of cancer of the thyroid. The majority of carcinomas of the thyroid do not 
take up iodine, but some, usually well-differentiated alveolar adeno- 
carcinomas, take up iodine in sufficient quantity for radio-iodine to be used 
therapeutically. Large doses of the order of 150 to 200 millicuries are given, 
and it is particularly valuable for the treatment of metastases or for residual 
disease in the neck after incomplete ablation. Long-term palliation over 
several years can be achieved in such cases and complete elimination of 
the disease may be possible in some cases. 

Radio-iodine for the treatment of thyrotoxicosis is being used more 
cautiously in Great Britain than in America, where, owing to its simplicity 
and efficiency, it has become the routine method of treating this disease. 
In this country its use is usually limited to the treatment of those beyond 
the age of 40. There is evidence that irradiation of the thyroid region in 
children can be followed by the development of thyroid cancer, but sufficient 
time has not yet elapsed to be able to say whether or not irradiation of the 
adult thyroid by radio-iodine will induce cancer many years later. Although 
it is of great value, the general trend of opinion is that it should not be used 
in the younger age-groups until more is known of its probable late effects. 


THE HAZARDS OF RADIATION 

The hazards of radiation have received a great deal of consideration in 
recent years. Methods of protection of personnel have been improved and 
stricter regulations have been imposed, and it is now realized that with 
greater use of ionizing radiations in industry and in medicine, the question 
of genetic dose to the population must receive consideration. The basic 
principle must be to reduce exposure to ionizing radiation as much as 
possible. 

Large doses are given to patients in the course of radiotherapeutic practice, 
the majority being cases of cancer, and treatment cannot be curtailed if lives 
are to be saved or prolonged. In any case, the majority of cancer patients 
are beyond the age when any genetic effects are of importance. 

There are, however, many non-malignant conditions treated by radio- 
therapy, and many of the patients are below the age of thirty. In some 
conditions, such as ankylosing spondylitis, radiotherapy is at present the 
only way to control a progressively crippling disease, but there are others 
for which radiotherapy is an alternative method of treatment. It would 
perhaps be a great advance in radiotherapy if care were taken that this form 
of treatment was given only for conditions for which no simpler and less 
hazardous method of treatment were available. This would at least reduce 
to some extent the contribution of radiotherapy to the general dose of 
ionizing radiation to the population. 


Reference 
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Over the last fifty years industrial medicine has changed from a narrow 
specialty dealing with industrial injury and disease in individual patients 
to a broad discipline which aims to protect and improve the health of men 
and women in all kinds of occupations. With this change it has been 
necessary to develop epidemiological techniques to observe the distribution 
of health and disease in working populations. 

Better ways of recording and analysing sickness absence have been found 
(London Transport Executive, 1956), whilst doctors doing field surveys have 
discovered how unreliable their clinical observations may be and have 
enhanced the value of the field survey as an instrument of research by 
improving the design of questionnaires, by discarding useless clinical 
observations and by referring, for instance, to standard films to measure 
radiological changes in pneumoconiosis (Medical Research Council, 1951). 
Gilson and his colleagues (1955) have made an important contribution to the 
assessment of lung function by physiological tests, and the use of these tests 
in field studies of industrial pulmonary disease has enabled disability to be 
assessed more accurately. Methods of measuring exposure to respirable dust 
have been improved by using new sampling procedures and new instruments 
for collecting dust (Oldham and Roach, 1952; Wright, 1954; Burdekin and 
Dawes, 1956). 

The combination of better techniques in epidemiology and industrial 
hygiene has made it possible to relate the incidence of industrial pulmonary 
disease to dust exposure and thus to determine dust concentrations which 
are likely to be safe (Roach, 1953). This is of considerable practical im- 
portance in workplaces such as coal mines and cotton mills where it has not 
yet been possible to eliminate dust. Epidemiology has also helped to identify 
new industrial hazards, to clarify the origin of others and to determine the 
influence which work may have on the etiology of chronic diseases such as 
rheumatism, peptic ulcer and coronary occlusion. 


OCCUPATIONAL CANCER 
For many years skin cancers have been known to follow prolonged contact 
with the products of coal such as soot, tar, pitch and bitumen, and with 
creosote and mineral oils. Recently it has been shown that there is a sig- 
nificantly high risk of skin cancer among machine tool operators in contact 
with cutting oils (Cruickshank and Squire, 1950). There is sound statistical 
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evidence that lung cancer is an occupational risk among arsenic, asbestos, 
chromate and gas workers (Bradford Hill and Fanning, 1948; Doll, 1955; 
U.S. Public Health Service, 1953; Doll, 1952). It may be that other risks 
will come to light as more populations are studied. Benzene, because it can 
produce leukzmia, must be added to the list of occupational carcinogens. 
According to Moeschlin (1954), leukemia is ten times more common in 
benzene workers than in the normal population. Fortunately, this hazard 
can be avoided by using solvents which have been shown by laboratory 
research to be less toxic (Browning, 1953). For mafly years, makers and 
handlers of aromatic amines in the dyestuffs industry have been known to 
suffer extensively from bladder tumours but the extent of the risk and the 
substances causing it were not clearly understood until Case and his 
colleagues (Case et al., 1954; Case and Pearson, 1954) showed that the risk 
of these workers dying of bladder tumours was about thirty times that of 
the general population. They confirmed that the dangerous substances were 
« and # naphthylamines, and benzidine; that a similar hazard was associated 
with the manufacture of auramine and magenta; and that aniline itself, 
suspect for many years, apparently has not given rise to bladder tumours 
in Great Britain. 

A similar hazard has been revealed in the rubber industry where com- 
pounds containing naphthylamines as impurities were usec (Case and 
Hosker, 1954). Another aromatic amine, xenylamine (4-aminodiphenyl), was 
tested for carcinogenic properties by Walpole et al. (1954), because of its 
formula. When it was found to produce tumours in rats and dogs, its manu- 
facture was never started in England. The value of this type of laboratory 
research, in which anticipated hazards are tested, was clearly demonstrated 
when, later, Melick et al. (1955) found a high incidence of bladder tumours 
among American workmen who had made this amine. Stimulated by the 
results of medical research, the chemical industry has found ways of making 
dyestuffs without exposing workmen to carcinogens. 


INDUSTRIAL PULMONARY DISEASE 
Studies of mining communities by Cochrane and his colleagues have clarified 
much that was obscure in the natural history of coalworkers’ pneumo- 
coniosis. They support the pathological evidence of Gough and Heppleston 
that coalworkers’ pneumoconiosis occurs in two forms: simple and com- 
plicated. The former is due to the action of coal dust, whilst the latter is 
caused by a superimposed infection, probably tuberculosis. It is now known 
that the serious complicated form of the disease only arises after simple 
pneumoconiosis is well established. If simple pneumoconiosis is detected 
early and further dust exposure avoided, complicated pneumoconiosis is 
unlikely to develop. Once simple pneumoconiosis has reached a certain 
stage, however, complicated pneumoconiosis may arise and advance without 
any further dust exposure (Medical Research Council, 1955). Thus, to 
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prevent disability and death from pneumoconiosis it is most important to 
stop the development of the complicated form by reducing dust concentra- 
tions and by strict control of tuberculous infection in the community. In 
the Rhondda mining valley in South Wales, an attempt is being made to 
abolish tuberculosis, and the mortality among women and non-miners has 
already been considerably reduced. It will be some time, however, before it is 
known whether this courageous scheme can successfully prevent complicated 
pneumoconiosis. 

In the United St®es of America, Pemberton (1956) found that chromic 
bronchitis with emphysema and bronchial spasm was much commoner in 
a community of miners than of non-miners. Carpenter and his colleagues 
(1956), who used respiratory function tests to measure pulmonary disability, 
found that more Welsh coalminers with normal chest skiagrams had a 
grossly impaired respiratory function than non-miners and those with simple 
pneumoconiosis. In the Lancashire town of Leigh they found that only a 
small proportion of the miners’ disability was related to the extent of their 
pneumoconiosis as described by radiological change. These findings, and 
others in the Durham coalfield by McCallum and Browne (1955), emphasize 
the importance of population studies in determining the real risk of pul- 
monary damage from exposure to industrial dusts and that it is unsatis- 
factory to depend upon radiological evidence alone. It may well be asked: 
‘How much industrial pulmonary disease in mines and factories lies hidden 
under the label of chronic bronchitis?’. 

Byssinosis, which occurs among cotton and other textile workers, has 
often been confused with non-occupational chronic bronchitis by doctors 
and their patients. It shows no specific radiological changes and must be 
diagnosed on the worker’s history of chest tightness and breathlessness on 
Mondays or on the first day at work after an absence. Recent epidemiological 
studies have shown that it is possible to diagnose byssinosis reliably on the 
patient’s history; that it is a serious problem in the card rooms of Lan- 
cashire mills spinning coarse cotton; and that it also occurs among workers 
preparing hemp and flax for spinning (Schilling, 1956). But the most 
important problem of detecting the causal agent of byssinosis has not yet 
been solved. 

Acute cadmium poisoning, in which the sufferer complains of respiratory 
distress, has been known to occur for some time, but recently Lane and 
Campbell (1954) and Bonnell (1955) have recorded cases of chronic cadmium 
poisoning among men exposed to fumes in casting cadmium alloys. Severe 
emphysema may develop without any history of acute symptoms or illness. 

Experimental findings in laboratory animals have indicated that silicosis 
might be prevented or its progression arrested by the inhalation of alu- 
minium powder. Several centres in North America used this treatment and 
claimed symptomatic improvement. A controlled trial of aluminium therapy 
by Kennedy (1956), however, has shown that it had no effect either on the 
symptoms or on the radiological progression of the disease. 
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RADIATION HAZARDS 
Occupational exposure to radiation has long been recognized as a risk among 
the miners of radioactive ores in Central Europe, x-ray workers and those 
using luminous paints. Today, industrial and other workers are exposed to 
ionizing radiations, in using x-rays to detect flaws and cracks in castings and 
welds, in painting luminous dials, and in hospitals and laboratories from 
the use of x-rays, radium and tracer substances. More recently the manufac- 
ture and use of fission products in atomic energy factories and stations have 
introduced yet another potential source of danger. 

A Medical Research Council Committee (1956b) has described the 
delayed effects of exposure to radiation as damage to blood-forming tissues 
leading to aplastic anemia and leukemia; degenerative and malignant 
changes in the skin; induction of cataract; malignant changes in the bones 
and lungs from the deposition of radioactive substances. More sinister 
hazards are the genetic effects, with a consequent increase in hereditary 
disease, and shortening of the life span; but there is little direct knowledge 
of such effects of radiation on man. 

Present industrial exposures contribute very little to man’s total dose, 
and high standards of protection are attainable in industry by the use of 
accurate means of detecting exposures and the most stringent precautions 
in design, methods of work and medical surveillance (British Occupational 
Hygiene Society, 1955). Protection from external sources can be achieved 
by screening the source with materials such as concrete or lead or by 
increasing the distance between the worker and the source. Internal radiation 
from absorption of radioactive substances through the respiratory tract, 
alimentary tract and skin can be prevented by following the usual principles 
for controlling toxic hazards. But the maximum permissible concentrations 
of radioactive substances in air are extremely low by comparison with other 
toxic agents, and this places a great burden upon design and ventilating 
engineers, management and workers, and those responsible for health and 
safety. 


INSECTICIDES 
Pyrethrum, derris and nicotine have been used as insecticides for many 
years and, except for nicotine, do not cause poisoning in man. Recently, 
more powerful and poisonous insecticides have been developed and have 
introduced new risks to agricultural work (Barnes, 1950). The two most 
dangerous groups are the dinitro compounds and the organic phosphorous 
insecticides. Dinitro-o-cresol, a weed killer and an insecticide, is readily 
absorbed through the skin and has a specific action in increasing metabolism 
by uncoupling phosphorylation from oxidation, thus allowing the latter to 
proceed at a greatly increased rate. It was once used with disastrous results 
for treating obesity. The organic phosphorous insecticides, such as parathion, 
act by inhibiting the enzyme cholinesterase and thus allowing the accumula- 
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tion of acetylcholine in the tissues. Poisoning occurs mainly among employees 
of firms doing spraying. Education, training and the provision of protective 
clothing, and gas-proof air-conditioned cabs on tractors, have successfully 
prevented poisoning. Blood estimations of both D.N.O.C. and cholin- 
esterase are now used for the diagnosis and control of occupational disease. 


PLASTICS 

In a recent review of health hazards in the plastics industry, Harris (1953) 
states that most modern plastics are inert but may contain traces of the free 
monomers from which they are made or cause ill-effects in other ways. 
Monomers such as ‘acrylonitrile, which is an irritant and probably a liver 
poison, formaldehyde, an irritant, vinyl chloride, a narcotic, and methyl 
chloroacrylate, a vesicant, can cause injury to workers in manufacturing 
plants. Monomers may be liberated from the polymers after manufacture. 
Plastics may also contain toxic plasticizers added to make them more pliable, 
such as tri-o-tolyl phosphate, and stabilizers such as lead salts and cadmium 
compounds. They may, under certain conditions, leach out of the material. 

Recent observations on di-isocyantes used in making plastics and lacquers 
show that they cause irritation of the mucous membranes (Reinl, 1953; 
Swensson ef al., 1955). Apparently sensitization may occur with renewed 
exposure causing regular attacks of asthma; but the nature of this reaction 
is not yet understood. 


RHEUMATISM, PEPTIC ULCER AND CORONARY DISEASE 
Lawrence and his colleagues (Lawrence, 1955) have found that coalminers 
suffer unduly from rheumatic complaints and have more frequent and more 
severe changes of intervertebral disc degeneration than non-miners. The 
factors adversely influencing these changes and complaints are repeated 
heavy lifting, injuries to the back, working in the wet and in a stooping 
position. 

Doll and Avery Jones (1951), in a study of occupational factors in the 
etiology of peptic ulcer, found that conditions of work did not appear to 
play an important part. Irregularity of shifts was discredited as a pre- 
disposing factor, and a special susceptibility among motor vehicle drivers 
was not found. There was a low incidence of duodenal ulcers in agricultural 
workers and an excess in men holding the responsible positions of business 
executive and foreman. At first sight this supports the common belief that 
occupational stress and anxiety are of importance in the etiology of duodenal 
ulcer, but it can be equally well explained by the hypothesis that men with 
the conscientious, ambitious type of personality are particularly prone to 
develop the disease. There is an occupational association with duodenal 
ulcer only because such men are more likely to become directors than farm 
labourers. 

Morris and his colleagues (1952, 1953) have found some interesting 
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differences in clinical attack and mortality rates from coronary artery disease 
in different occupations. Full-time general practitioners had twice the attack 
rate of specialists and other doctors. Workers in sedentary jobs such as 
bus drivers, telephonists and clerks were found to be about twice as likely 
to die from coronary artery disease as bus conductors and postmen who are 
physically active in their work. These observations raise the possibility that 
the recent increase in coronary artery disease may be related to the increase 
in the amount of sedentary work and the decrease of physical effort resulting 
from mechanization and automation. But there may be other factors such 
as diet and smoking which have contributed to the increasing incidence of 
this disease. 

This type of research, which is beyond the traditional boundaries of 
industrial medicine, illustrates the excellent opportunities there are fer 
studying non-occupational disease in industrial communities. 


ACCIDENTS 

Accidents are now accepted as being due to multiple causes. Diverse personal 
factors as well as defects of environment, equipment and materials, all 
combine in varying degree to produce them (Medical Research Council, 
1956a). Recently, the main interest has centred on accident proneness. 
Smiley (1955) found that accident proneness was often associated with 
illness such as peptic ulceration and emotional instability. Other studies 
indicate that accident proneness exists as a permanent trait only in a very 
few people and is probably less important than other personal factors such 
as age, experience, physical and mental fitness and morale. With this wide 
concept of the causes of accidents, industrial medical officers have had to 
accept more responsibility for their prevention. They have to provide a good 
treatment service, ensure the fitness of employees for hazardous work, detect 
environmental defects either by direct observation or by analysis of treat- 
ment records, and ensure with their engineering colleagues that safety 
devices are acceptable to the worker and allow maximal physiological 
function consistent with reasonable safety (Schilling, 1954). 


CONCLUSION 

Whilst occupational health has been changing from a narrow to a broad 
discipline, occupational medical services have greatly developed in many 
countries. In Great Britain the nationalized industries and other occupational 
groups such as shops, offices, the Treasury and universities have estab- 
lished their own services. Some smaller factories have combined to share a 
service. Of particular interest is the pioneer experiment in the new town of 
Harlow in Essex, where industrial medicine and. general practice have been 
integrated. 

As a result of recent investigations, poisoning by beryllium and cadmium, 
and bladder tumours in certain occupations, have been added to the list 
of prescribed industrial diseases for which a workman may receive com- 
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pensation. But the broader view now taken of the influence of work on health 
is causing doctors to be mystified and workers to be aggrieved by the narrow 
interpretation of the term ‘industrial disease’ (Ministry of Pensions and 
National Insurance, 1955). For the workman, the problem might be solved 
by awarding the same benefit for occupational and non-occupational diseases. 
Medicine can only continue the never-ending pursuit of research into 
occupational health hazards and thus help to prevent them. 
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CURRENT THERAPEUTICS 


CVI.—ANTHELMINTICS 
By D. R. SEATON, M.B., M.R.C.P. 
Assistant Physician, Liverpool School of Tropical Medicine 


ANTHELMINTICS are among the earliest drugs of which we have record, 
indicating that the more conspicuous intestinal worms have ever attracted the 
unfavourable notice of mankind. Male fern, for example, has been used for 
more than two thousand years and still lingers in the British Pharmacopeia, 
a reminder of the slow pace at which improvements in anthelmintic therapy 
have been made. There are several reasons for this slowness, some con- 
nected with the difficulty of maintaining suitable strains of helminths for 
chemotherapeutic work, and others with the different response to drugs of 
closely related worms and their hosts, for an anthelmintic active against a 
particular worm in an animal is not necessarily active against a similar 
worm in man. In spite of these difficulties, however, advances have been 
achieved which have made the safe removal of some of the commoner 
worms a more certain and less uncomfortable procedure than formerly. 

In this article I shall describe the use of the various anthelmintics under 
the headings of the parasites against which they are used, giving most 
attention to those worms which are commonly met with in British practice, 
namely the beef tapeworm, the threadworm, and the round worm (Ascaris 
lumbricoides). 

CESTODES 
Tenia saginata, the beef tapeworm, is everywhere the commonest of the 
larger tapeworms of man and is the only one now native to Great Britain. 
Male fern, the traditional remedy, has now been largely supplanted by either 
mepacrine or ‘dichlorophen’, which are more certain in their action. 

Mepacrine, \ike male fern, is not lethal to the tapeworm, but it will cause 
the scolex temporarily to detach from the intestinal wall, and the worm 
can then be expelled by a purge. Before giving the drug it is important to 
empty the intestine of its solid contents, by restricting the patient's diet to 
fluids for two days, on each of which a laxative is given. On the third day 
the dose of mepacrine (1 g.) is given, and it is at this point that difficulties 
may arise. Mepacrine is irritating to the stomach and may cause vomiting 
severe enough to necessitate abandonment of the treatment. This dis- 
advantage can be minimized either by giving the mepacrine suspended in 
milk, or by instructing the patient to intersperse the swallowing of the 
tablets with sips of a solution of sodium bicarbonate (20 grains in 1 fluid 
ounce [1.3 g. per 28.5 ml.]). My own preference is to deliver the mepacrine 
all at once through a duodenal tube. On the evening of the second day a 
Ryle’s tube is passed and the patient is given a sedative. By the next morning 
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the end of the tube is usually past the pylorus, and the dose of mepacrine, 
dissolved in 100 ml. of warm water, can be squirted down the tube. About 
20 minutes later the saline purge (magnesium sulphate, 1} to 2 ounces 
[28.5 g. to 57 g.] in 100 ml. 
of warm water) is given by 
the same route. The tube is 
then withdrawn and the 
patient is given hot drinks. 
Purging presently begins, 
and within two hours the 
worm usually comes away 
in one piece, alive, yellow 
with mepacrine, tightly con- 
tracted and sometimes knot- 
ted (fig. 1). This method, 
though very effective, is open 
to certain objections, for it 


is time-consuming, moder- Fic. 1.—‘ Contracted and sometimes knotted ’. 
ately exhausting and, if the Photograph of a tapeworm (T. saginata) safely 


duodenal tube is used, hardly eee om: a Sn 
practicable except in hospital. 

More recently, ‘dichlorophen’ has come into use, and seems likely to 
become the treatment of choice because of the simplicity of its administration 
and its apparent freedom from undesirable side-effects. Its chemical con- 
stitution is 2:2 ‘-dihydroxy-5:5 ‘-dichlorodiphenylmethane, and during the 
past ten years it has become an established veterinary remedy for teniasis 
in dogs and cats. Its action differs from that of other tenifuges because it 
kills the worm, which is thereafter largely digested, with the result that only 
a varying number of hardly recognizable segments can be found in the 
stools after treatment. The dose (one 0.5 g. tablet per 16 Ib. [7.3 kg.] body 
weight) is given without any previous preparation of the patient, either all 
at once, or (perhaps better) in three equal amounts at eight-hour intervals. 
The drug is almost tasteless, and children will take the crushed-up tablets 
in sugar quite readily. No subsequent purging is necessary, or indeed 
desirable, for the longer the drug is in contact with the scolex the more 
likely is the death of the worm. ‘Dichlorophen’ itself has something of a 
laxative action and the patient may therefore experience slight colic and 
pass one or two loose motions after taking the drug, especially when it is 
given in a single dose. The disintegrating effect of this treatment upon the 
worm makes any search for the head useless, and therefore, before the 
patient is pronounced cured, it is necessary to wait for a period of three 
months, which is the usual time taken by the worm to grow from the scolex 
to the point when segments appear in the stools. 

Diphyllobothrium latum, the fish tapeworm, and Tenia solium, the pork 
tapeworm, are much less common and more easily dislodged than 7. 
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saginata. It may be unwise to treat 7. solium with ‘dichlorophen’ because of 
the risk of cysticercosis from autoinfection by the ova liberated on disin- 
tegration of the worm. 

TREMATODES 
The three varieties of schistosomiasis—urinary, rectal and Far Eastern, 
due to Schistosoma hematobium, S. mansoni and S. japonicum respectively 
remain a difficult therapeutic problem because, in spite of much research, 
no drug has yet been discovered which approaches the efficiency of sodium 
antimonyl tartrate, which has been in use for over 30 years but has a number 
of serious disadvantages. It can only be given intravenously; the injections 
must be made slowly over a period of five minutes; toxic symptoms, 
especially coughing and vomiting, are very common and are so unpleasant 
that patients will often say that the cure is worse than the disease. A total 
amount of 30 to 35 grains (2 g. to 2.3 g.) of the drug, given in doses not 
exceeding 2 grains (0.12 g.) daily or on alternate days, is sufficient to kill 
the worms in all cases of schistosomiasis. S. hamatobium is more susceptible 
to treatment than the others, and in urinary schistosomiasis it is therefore 
permissible either to give a shorter course of injections or an intensive 
course: three injections three-hourly on each of two successive days, giving 
a total dose of 1 grain per 12 lb. (60 mg. per 5.5 kg.) body weight. 

The large number of less toxic antimonials used for schistosomiasis are 
unhappily less effective than sodium antimony] tartrate. Of these, stibophen 
is the most widely used; it is given intramuscularly in daily 5-ml. doses to 
a total of about 40 ml. Lucanthone hydrochloride (‘miracil D’, ‘nilodin’) 
aroused much interest and hope at the time of its introduction, because it 
represented a new class of compounds, the thioxanthones, quite unrelated 
to the antimonials, and had the important advantage of being given by 
mouth. The results of its use, however, have on the whole been disappointing, 
for its effectiveness is relatively low, and unpleasant side-effects, such as 
colic and diarrhoea, are rather common. An average course of treatment is 
200 mg. three times daily after meals for five days. 

Two other trematode diseases, most common in China, due to Clonorchis 
sinensis, which affects the biliary tracts, and Paragonimus westermani, which 
chiefly affects the lungs, have long been notoriously difficult to treat. Lately, 
encouraging reports have come from China suggesting that the antimalarial 
drug, chloroquine, given over a period of several weeks, is of considerable 
value in both infections. 

NEMATODES 
Hookworms.—Tetrachlorethylene remains the most useful drug for treating 
hookworm disease. Of the two species of hookworm, Necator americanus 
is the more susceptible. The drug will seldom remove all the worms, but 
it can be relied upon to reduce their numbers to a point at which the few 
survivors are without significant effect upon the health of the host. Tetra- 
chlorethylene is given in a dose of 2 ml. in the morning on an empty stomach, 
and should be followed 14 hours later by a saline purge to expel the worms 
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and the drug from the intestine. 

Larva migrans.—This term signifies infection of man by the larva of 
hookworms of other mammals, especially Ancylostoma braziliense of the dog. 
The larva, unable to complete its development in the human host, moves 
around for some months in the subcutaneous tissues (usually of the foot) 
and causes an itching, serpiginous, urticarial weal to appear in its track. The 
larva can be killed by giving the patient diethylcarbamazine (‘banocide’), 
50 to 150 mg. thrice daily for two weeks. 

Ascaris lumbricoides.—This is the most easily removed of the intestinal 
parasites, and a fairly wide range of effective anthelmintics is available 
for the purpose. Oil of chenopodium is of particular use in tropical practice, 
where hookworms and round worms often coexist. In such cases, the oil 
is conveniently given in a dose of 1 ml. (for an adult) mixed with 2 ml. of 
tetrachlorethylene. It should be followed by a saline purge, as it is a rather 
toxic substance if absorbed to any great extent. Hexylresorcinol also is lethal 
to round worms. It is given in crystalline form in hard gelatin capsules 
(‘crystoids anthelmintic’), which must be swallowed whole, as the drug 
ulcerates the buccal mucosa. An adult is given 1 g. (5 x 0.2-g. capsules) to 
be taken fasting. The patient may take a meal four hours later, and can take 
a saline purge the next day to remove the dead worms. 

More suitable for little children, who will not take unpleasant medicines 
and cannot easily swallow capsules, is piperazine citrate, which, in the form 
of ‘antepar elixir’, is palatable and effective. A single dose of 15 ml. for a 
child weighing 3 stones (19.5 kg.) or less will usually remove all the worms. 
Adults and children weighing more than 3 stones can also be satisfactorily 
treated by this method with a single dose of 22 ml. There is no need for 
purgation after taking the drug. Finally, diethylcarbamazine, given in 
tablets in a dose of 100 mg. thrice daily for 10 days, will usually remove 
round worms quite effectively. 

Threadworms (Enterobius vermicularis).—These are the commonest in- 
testinal parasites of temperate climates. They are, on the whole, harmless 
unobtrusive creatures, but exceptionally they cause troublesome perineal 
itching due to egg-laying by the female worm on the peri-anal skin. It is 
important to remember that for each overt case of threadworm infection in a 
household there are usually several inapparent ones, which, unless detected 
and treated, will serve as sources of reinfection and render any chemotherapy 
useless. Piperazine citrate is the most satisfactory drug and is usually given 
in the form of ‘antepar elixir’, which contains 500 mg. of piperazine in each 
4 ml. The drug is given according to the weight of the patient over a period 
of seven days, as follows :— 


Weight Dose 
Less than 1} stones (9.5 kg.) 2 ml. twice daily 
1} to 2 stones (9.5 kg. to 12.7 kg.) 2 ml. thrice daily 
2 to 3 stones (12.7 kg. to 19 kg.) 4 ml. twice daily 
3 to 6 stones (19 kg. to 38 kg.) 4 ml. thrice daily 


Over 6 stones (38 kg.) 8 ml. twice daily 
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Patients should be advised to measure the doses properly (not with a 
teaspoon), as tiresome, though harmless, symptoms, such as temporary 
blurring of vision, have arisen from accidental overdosage. 

Oxytetracycline, in the usual doses given over a period of a week, can be 
used against threadworms, but it is not to be recommended both on account 
of the cost and of the unpleasant side-effects which it often causes. 

Strongyloides stercoralis.—Gentian violet, which piperazine has replaced 
in the treatment of threadworms, is still sometimes advocated for the treat- 
ment of infections with Strongyloides, but in actual fact it is useless for the 
purpose. The adult worms,.- which are deeply embedded in the jejunal 
mucosa, are unaffected by any known treatment. The crops of urticaria 
which are often associated with these parasites should be controlled, if 
troublesome, with one of the antihistamine creams. 

Trichina spiralis.—No effective remedy has been discovered for trichinosis, 
which occasionally occurs in sudden outbreaks, often including some heavily 
infected and seriously ill patients. In such cases corticotrophin has been 
found of much value for, although it has no anthelmintic action, it will 
reduce or abolish the alarming symptoms and tide the patient over the acute 
and dangerous stage of the illness. 

The Filariases.—Eight different species of filarial worms affect man. Of 
these, Wuchereria bancrofti and W. malayi sometimes cause elephantiasis. 
Loa loa is a common infection in parts of tropical Africa and is readily 
acquired by European visitors; it is the cause of ‘Calabar swellings’, which 
are large transient areas of edema often occurring on the arms and lasting 
about three days. Onchocerca volvulus is an important cause of blindness in 
parts of Africa and Central America, and also produces a troublesome 
chronic itching papulo-urticarial eruption of the skin. The remaining filarial 
worms are of little account, except the Guinea-worm, for which there is no 
satisfactory chemotherapy. 

Infection with Loa loa (loiasis) is very satisfactorily treated with diethyl- 
carbamazine, which is lethal to adult and larval worms alike. The drug is 
given orally, beginning with a dose of 50 mg. thrice daily and increasing 
over a week to 200 mg. thrice daily, at which level the dose is maintained for 
a further fortnight. Slight fever and urticaria are common during the first 
few days of treatment. Diethylcarbamazine is also useful for treating in- 
fections with W. bancrofti and W. malayi but, as might be expected, it has 
no effect upon the elephantiasis which is due to permanent lymphatic 
obstruction, sometimes a consequence of these infections. 

In onchocerciasis the adult worms, unlike the larve, are not susceptible 
to diethylcarbamazine, but they can be killed by the trypanocidal drug 
suramin (‘antrypol’) which is therefore the treatment of choice. Five intra- 
venous injections, each of 1 g., at weekly intervals are sufficient for a case 


of average severity. 











MY MOST INTERESTING CASE 
XXI.—THE NAVEL ON THE KNEE 


By SIR HAROLD GILLIES, C.B.E., F.R.C.S. 
Consulting Plastic Surgeon, St. Bartholomew's Hospital 


It was away back in 1921 that the wife of Professor Starling, of physiological 
fame, came to grief in a motor accident and a lorry ran over her right thigh. 
An immense avulsion of the skin occurred and a considerable amount of 
gangrene and sepsis. Two very famous and delightful surgeons were in 
charge and had in fact been largely instrumental in saving her life. They 
were Wilfred Trotter and Sir Arbuthnot Lane. 


THE PROBLEM 

When the thigh with its deep scar had partially healed up there was so 
much loss of skin and disturbance of the venous and lymphatic drainage of 
the leg below the knee that even walking was very difficult. The edema of 
the ankle and calf was great. Willie Lane, who had been our consultant 
surgeon throughout the development of the plastic era in the 1914-18 War, 
had got to know me pretty well and, although we had not attacked limb 
plastics in a big way at that date, he felt that I might possibly be able to 
suggest something in the way of grafting a flap of healthy skin to re-establish 
the venous and lymphatic circulation between the leg and the groin. It was 
in fact a request for me to come in as a sort of skin doctor or purveyor of 
meat. It was a great 
honour for me and 
a most responsible 
problem to face. 
Trotter and Lane 
intimated that if I 
could not do any- 
thing, amputation 
would be by far the 
best procedure. 





STAGE ONE 
My job was to pro- 
vide a strip of skin, 
with its vessels, Fic. 1.—Right abdominal flap to thigh. Arrow indicates 
long enough to go position of umbilicus. 
from the inner condyle of the knee up to the healthy skin in the region of 
the saphenous opening—a distance of 12 inches (30 cm.)..As Mrs. Starling 
fortunately had an ample abdomen, I was able to design a tube pedicle 
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flap along the line of the thoraco-epigastric vein. This flap, 3 inches x 12 
inches (7.5 x 30 cm.), with a moderate amount of fat in it, lay from the 
ileo-inguinal region up towards the axilla. It was left attached at both ends, 
and the middle was raised 
and made into a sausage 
tube. After three weeks 
the axillary end could be 
detached, as the flap was 
now viable on the inguinal 
end. It was therefore 
opened out and brought 
down towards the knee. 
By flexing her knee and 
hip acutely, the open end 
of the pedicle reached as 
far as the inner condyle 
where it was duly attached 
to the healthy skin in 





Fic. 2.—Residual scarring on thigh after first stage. 


that neighbourhood and well up the thigh (fig. 1). 


STAGE TWO 
All went well and the swelling in the leg began to go down. At the end of 
another two weeks it would have been possible to finish the job by cutting 
off the pedicle and letting the cut edge in to the thigh in such a way that 
it would join the healthy skin at the top end of the thigh. Then my job in 
providing an adequate drainage system could be said to be accomplished, 
but she still had an extensive scarred skin area on the front and outer side 
of this same thigh (fig. 2), so I was able to persuade Trotter and Lane, 
though with some difficulty, to allow me to increase the length of my pedicle 
across the abdomen. Figure 3 shows where we had lengthened this pedicle 
right across the ab- 
domen, carrying, in- 
cidentally, that little 
concave hollow in the 
middle of the ab- 
domen known as the 
umbilicus or navel, 
and which can be 
seen in the middle of 
the pedicle. 
Fic. 3.—Pedicle lengthened. Arrow indicates position of Again we were able 
umbilicus. 
to sew up the ab- 
domen after denuding it of this further pedicle and, when the procedure 
was complete, it was obvious that the patient’s abdominal figure was 
markedly improved (fig. 4): which set a pointer to the future of surgical 
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removal of the un- 
wanted paunch, in 
common practice today. 
This pedicle, stretching 
from the inner side of 
the thigh across to the 
left flank, was 16 inches 
(40 cm.) long. The 
position of the leg was 
now easier and I per- 
suaded Mrs. Starling to 
go to the seaside for 
convalescence and to 
have regular massage to 
improve the circulation 





Fic. 4.—Abdominal figure reduced. 


of the pedicle. In fact, it was two and a half months later that I divided the 
attached abdominal end and swung it down to the front and outer side of 
the thigh. Here it replaced the deep scar tissue which was cramping the 
movements and circulation of the leg. Obviously this turn created a loop of 
unopened pedicle which had been carrying the blood supply between the 
first inset and the second. Fortune was good to us and the second inset was 


equally satisfactory. The only thing 
that now remained to do was to divide 
the loop between the two and set 
those cut top ends in to complete the 
venous and lymphatic anastomosis in 
the upper part of the thigh. 


THE HAPPY ENDING 
There was no incident in this latter 
operation and all was well. She was 
soon walking and even liked to dance 
a little. All this was grand, and plastic 
surgery had made a big step forward 
in the estimation of the big surgical 
gods. 

But what, it may be asked, happened 
to our little friend, the umbilicus? 
Figure 5 shows it gracefully residing 
on the side of her knee, and as long as 
she lived you could definitely say that 
she was the only lady in the land who 





Fic. 5.—The navel on the knee, and the 
striz gravidarum on the thigh. 


carried her navel on her knee. Further than that, as she had had several 
children, there were strie gravidarum on her abdominal skin which now 
were transferred to the front of her knee, so that with this particular patient 
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there was the unusual experience of being able, merely by looking at the 
thigh, to make a diagnosis that the owner of the limb in question was a lady 
who had borne children. 


REVISION CORNER 


PROCTALGIA 


PROCTALGIA is a label which should not be applied too readily, for it is a 
purely symptomatic diagnosis. Just as we do not speak of gastralgia but 
rather seek the gastric ulcer, so local disease should always be sought in 
the patient complaining of pain in or around the rectum or anus. 


LOCAL CAUSES 

Being supplied by spinal nerves, the anus and perianal region are more 
likely to be the site of severe pain than the rectum which has an autonomic 
supply. Numerous local conditions of the anus and anal canal can cause 
severe pain and any textbook will provide a list of them. Some of these 
can be diagnosed on the history alone, such as the intermittent cutting pain 
of anal fissure, but a complete local examination should never be omitted. 
Most of us can remember stories of the ‘if you don’t put your finger in it 
you will put your foot in it’ type told by our teachers. Rectal examination 
is not the prerogative of any one kind of doctor, as Osler reminded us when 
he defined a consultant as ‘a physician who makes the rectal examination 
when the other doctors have passed it up’. 

Having found a local lesion we must beware lest it is merely incidental, 
and not the cause of the symptoms which have brought the patient to the 
doctor. We must also evaluate the patient’s pain threshold either in a general 
way or by some special test such as styloid process pressure. Postoperative 
rectal aching, a common transient symptom, and tenesmus or painful 
ineffectual attempts to empty the rectum are not considered here. 

Rectal pain without local disease is the type to which the term proctalgia 
can properly be applied. Rarer causes outside the rectum, such as endo- 
metriosis or, in the nervous system, such as tabes dorsalis and spinal cord 
tumour, will generally be revealed if examination is thorough. 


COCCYGODYNIA 
Aching pain in the coccyx and surrounding area, of the type known as 
coccygodynia may be considered under the heading proctalgia, although in 
most cases a careful history will reveal its true nature. Unlike proctalgia it 
does not come on in attacks but is rather a constant ache. It is made worse 
by sitting and the sufferer will be noted to sit down carefully and to shift 
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his weight on to one buttock. As long ago as 1859, Sir James Y. Simpson 
wrote about it and said that injury to the coccyx and inflammation in the 
surrounding structures might cause it. Since then the studies of Thiele 
(1950) have shown the importance of spasm of the levator ani as a cause of 
the pain. Only in cases due to injury will defecation bring on a severe 
‘attack’ of pain. In most cases massage of the rectum will bring relief, and 
only when there is undoubted bony disease should removal of the coccyx 
be considered. 


PROCTALGIA FUGAX 
Proctalgia fugax, or fleeting rectal pain, is a symptom to which increasing 
attention has been paid in recent years. Hess Thaysen, of Copenhagen, 
coined the term in 1935 but, as is often the case with ‘new’ diseases, the 
condition had been described, though less fully, long before. A. S. Myrtle, 
of Harrogate, wrote about it in 1883, and A. Maclennan, of Glasgow, 
described it fully in 1917. 

Adult males are chiefly troubled by it, and usually when in bed. There 
is mild rectal discomfort which wakens the patient, and then this increases 
steadily until it may become very severe. It does not radiate. In a few 
minutes to half an hour it is gone. The interval between attacks may be 
months or years, and in old age it disappears. The pain is gnawing and 
unremitting and can be intense. Murray (1951) described one patient who 
felt that he ‘is being held very tightly by his rectum and is unable to 
escape’. Abortive attacks with pain of less intensity occur, but the pain is 
always felt in the same place, not in the anus but higher up. Nausea, 
perspiration and pallor are accompaniments of severe attacks. Even syncope 
may occur. 

The few patients who have been examined in an attack have not shown 
any physical signs. Many doctors seem to suffer from proctalgia fugax, and 
Hess Thaysen’s first case was in a doctor. Some of these by self-examination 
have claimed to have felt muscular spasm. 

The cause remains a mystery, the general health is good, the rectum is 
usually empty, and free from disease. Local congestion may be a factor, as 
attacks have been associated with sexual intercourse, masturbation and 
priapism. Tiredness, anxiety and conditions of stress are thought to be 
causal, and so the symptom may properly belong to the psychosomatic 
group. Transient colo-rectal invagination or intussusception has been postu- 
lated as a cause; although this could produce similar pain it is hard to 
believe that it is present in every case. 

Food and drink will often stop an attack, presumably through the gastro- 
colic reflex. Pressure on the perineum as from sitting astride the cold edge 
of the bath or insertion of a finger into the rectum may bring relief. If 
flatus or feces can be passed either spontaneously or after an enema the 
attack will generally end. Of drugs, amyl nitrite by inhalation, glyceryl 
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trinitrate (1/100 grain [0.6 mg.]) under the tongue, and pethidine 100 mg. 

by injection, have been recommended. One doctor sufferer who also had 
vasovagal faints found that amphetamine helped in both types of attack. 

C. ALLAN BIRCH, M.D., F.R.C.P. 

Physician, Chase Farm Hospital, Enfield. 
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BREATH-HOLDING ATTACKS 


Tue body’s response to extremes of emotion may sometimes be strong 
enough to outweigh the physiological protective responses. This is well 
exemplified by breath-holding attacks in young children. 


PATTERN OF THE ATTACKS 
The attacks have a characteristic clinical picture which makes the diagnosis 
simple if an attack can be witnessed but, since it is likely to be over before 
medical aid can be summoned, this is not often possible. Diagnosis therefore 
generally depends upon obtaining an accurate history. 

The usual sequence of events is that the child (who is commonly in the 
second year of life at the first attack) first cries in response to either frus- 
tration or pain. After a variable period of ordinary crying, which is often 
no more than momentary, there is a long-sustained cry which usually 
continues as a prolonged expiration until there is no more breath left and 
it becomes noiseless. No inspiration follows, so the red flush of anger is 
replaced by cyanosis and then a greyish pallor, whilst the body and limbs 
become rigid and consciousness is lost. Unconsciousness is brief—usually 
not more than three seconds—and results in relaxation followed by the 
long-awaited inspiration and recovery. Sometimes, if the breath is held for 
a few seconds longer than usual, there are actual convulsive movements of 
an epileptiform type. Bradycardia accompanies the episode, and the whole 
thing is over, with complete recovery, within three minutes. 

Although the most common age is around eighteen months, attacks can 
start from the age of one month up to five years. The frequency varies from 
a single attack up to as many as ten a day, but usually they number two or 
three a week. 

CAUSE 
The loss of consciousness is clearly due to cerebral anoxemia. Over- 
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ventilation produces cerebral vasoconstriction and holding the breath in 
expiration causes a drop in blood pressure; together, these reduce the 
oxygen supply to the brain. The same sort of thing can be produced volun- 
tarily in older people and is known to schoolboys as ‘the fainting lark’ 
(Sharpey-Schafer, 1951). There is evidence that diaphragmatic movements 
continue during the breath-holding, which suggests that there is spasm of 
the glottis preventing the ingress of air (Bridge et al., 1943). 

Since crying is an inevitable prologue to the attack, emotional disturbance 
must always be the precipitating cause, and it seems that the emotion is 
usually anger. The stimulus need not, however, be a very strong one and 
it is more difficult to explain why a particular child should respond in this 
particular way to what is apparently no more than an ordinary degree of 
stress. Is there perhaps an underlying instability of the child due to ill- 
understood conflicts within, which cause him to interpret the pain of a fall 
or the opposition of a parent as an insult from his environment? Some 
child psychiatrists who have studied the problem hold that there is always a 
disturbance of the relationship between parents and child (Kanner, 1948), 
the parents being often overprotective or oversolicitous. It would seem that 
frustration of the child’s impulses causes him, in anger and helplessness, to 
seek escape. A certain amount of frustration is inevitable at this age, but it 
may be that those who suffer from these attacks are those who react most 
violently against social pressure. 


DIAGNOSIS AND PROGNOSIS 

The characteristic pattern of the events which lead up to loss of conscious- 
ness is enough to distinguish this condition from others. The only doubt 
may occasionally be as to whether the attacks are epileptic. In major epilepsy 
the preceding cry, if any, is quite unlike ordinary crying, the convulsions 
are preceded by a phase of stiffness rather than limpness, and the whole 
attack is often followed by a period of sleep. The cyanosis, instead of 
preceding the fit, follows the period of tonic spasm. It is true that, rarely, 
epileptic attacks may actually be precipitated by a fall or other form of 
trauma, and here confusion with breath-holding attacks is perhaps more 
likely. 

Normal electroencephalograms are the rule in children with breath- 
holding attacks and Livingston (1954) found that only two out of 242 
children who suffered from them subsequently developed epilepsy, an 
incidence which he holds to be no greater than that of the general 
population. 

Prognosis.—Recovery can be expected in every case before the age of six 
years. Death occurring during an attack is extremely rare. 


TREATMENT 
This resolves itself almost entirely into prevention, for it is doubtful if 
there is any sound method of aborting an attack once it has started. Attacks 
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commonly occur in which the stage of unconsciousness is never reached, 
but it is less certain how often this is achieved by treatment. It is often 
recommended that the child should be given ‘a sound slap’ or ‘sponged 
unexpectedly with cold water’ as soon as the breath-holding starts, in order 
to produce a reflex inspiration and thus cut short the attack. The use of 
such a method is open to the objection that the child may already have a 
feeling of resentment towards his parents over what he interprets as unjust 
treatment; adding this insult to the injury may admittedly shock him out of 
breath-holding at the time, but may also have the effect of increasing the 
number or duration of attacks. Certainly it seems unlikely that the much- 
recommended cold water will be close enough at hand to be reached in 
time. 

Much help can be given by explanation to the parents so that they are 
no longer themselves so anxious about the outcome, and so that as little fuss 
as possible may be made over each attack. Probably the best that can be done 
at the time is to try and show outward calm and to give comfort as early as 
possible in the bout of crying, while maintaining physical support to the 
child to prevent injury if he falls. It may be advisable for the parents to 
modify their methods of upbringing so that sources of conflict with the 
child are reduced. For instance, the repeated and vehement use of ‘No! 
You musn’t!’ can often be avoided by diversion of attention from the 
forbidden act to some other more socially acceptable, but nevertheless 
satisfying, occupation. Sometimes it may be that lack of discipline rather 
than excess of it is the underlying cause, for consistency in parental control 
is an essential need for the child. It can be pointed out, too, that frequent 
outbursts of temper of a similar nature from mother or father are likely 
to aggravate those of the offspring. 

Finally, the use of drugs must be mentioned. Sedatives and anticonvul- 
sants generally offer very little help. The extremely hyperactive and hyper- 
excitable child may sometimes be made less so, and thus less susceptible 
to breath-holding attacks, by giving amphetamine sulphate, 2.5 to 5.0 
mg. thrice daily. Methylpentynol may also be worth a trial. Response to 
drugs, however, is most disappointing and they can only be of secondary 
importance in treatment. 

Davip G. VULLIAMY, M.D., M.R.C.P., D.C.H. 
Consultant Pediatrician, West Dorset and South Somerset Hospitals. 
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NOTES AND QUERIES 


Yawning 

Query.—aA patient tells me that he has an 
overwhelming desire to yawn when he reads 
aloud and finds this very embarrassing when 
addressing an audience which he has to do 
occasionally. Can you offer any advice to help 
him to overcome this unpleasant handicap? 


Rep.y.—As judged by the scanty information 
which can be derived from the literature, yawn- 
ing has had little attention from either physio- 
logists or clinicians. It is generally accepted as 
a respiratory phenomenon in which a prolonged 
inspiratory phase (4.4 to 6.8 seconds) is followed 
by a short expiratory one. During the inspiratory 
phase the diaphragm and larynx descend, while 
the soft palate is raised and the mouth opens. 
Peripheral vasoconstriction, similar to that 
found on deep inspiration, has been demon- 
strated experimentally during yawning. The 
climax of the inspiratory phase may be accom- 
panied by a stretch reflex, either limited to the 
arms or involving in addition the trunk and the 
legs, but yawning can occur without this reflex 
stretching. 

Relaxation of the muscles which have been 
involved gradually follows the short expiration 
and is accompanied by a pleasurable sensation. 
This sensation of relaxation can be so pro- 
nounced in a hemiplegic patient that one who 
yawned very frequently complained one day 
that she had not had enough ‘comfortable 
yawns’. Incidentally, the hemiplegic side can 
be involved in the stretch reflex. The physio- 
logical processes that induce yawning are un- 
known, and there are several theories to explain 
this phenomenon. The presence of a yawning 
centre has been postulated, and there is evidence 
that if this centre exists at all, itis situated as low 
down as the medulla oblongata. It is envisaged 
as receiving impulses from different sources 
including, of course, the cerebral cortex, thus 
accounting for the everyday experience that 
yawning results from weariness, boredom, 
nervousness and anxiety. 

Yawning is seen in pathological states of the 
central nervous system, such as a cerebral 
expanding mass (either a tumour or abscess), 
as a result of encephalitis lethargica, in Hunting- 
don’s chorea and in epilepsy. It also occurs in 
hysterical and anxiety states, and there is a case 
report where yawning and sneezing, which had 
been present for many months, could be 
abolished or induced by hypnotic suggestion. 
Disorders of the gastro-intestinal tract, and 
notably duodenal ulceration, may also lead to 
persistent yawning, and in some normal persons 
it occurs when they are hungry. 


There is thus a number of clinical con- 
siderations to bé taken into account when faced 
with a problem such as that of the questioner. 
The stimulus in this instance is reading aloud; 
a situation that might well be fraught with 
unconscious significance as well as possibly 
conscious anxiety. Clearly detailed investigation 
would be required to establish this diagnosis on 
a satisfactory basis, and the result might not 
justify the effort involved. A method of approach 
which might be considered is to advise the 
patient to learn to control his breathing in a 
manner similar to that of a singer. He might 
thus be enabled to substitute controlled respira- 
tion for the unwanted form, namely, yawning. 
It is also suggested that it might be worth giving 
this patient amphetamine sulphate, 5 to 10 mg., 
before he is faced with an audience to whom 
he has to read. 

Joun S. RICHARDSON, M.V.O., M.D., F.R.C.P. 


Punch-Drunkenness 

Query.—I should be grateful for information 
regarding the condition known to boxers as 
punch-drunkenness. What are the symptoms, 
the pathology, and the duration of symptoms? 


Rep.y.—The first symptom of punch-drunken- 
ness is incoordination of the extremities: e.g. 
slight flopping of one foot or leg. There is 
slight unsteadiness in the gait and uncertainty 
in equilibrium on walking. This is followed by 
slight mental confusion and slowing of muscular 
action. The patient continuously simulates a 
person who is just a little drunk. Advanced 
cases may show a dragging of the legs, hesitant 
speech, tremor of hands and nodding and tilting 
of the head. A Parkinsonian syndrome may 
develop with a staggering propulsive gait. 
Some cases develop vertigo and deafness. Most 
patients are voluble and euphoric. Some become 
aggressive. There is marked mental deteriora- 
tion in others and certification may become 
necessary. 

The condition arises from multiple blows to 
the head and jaw. There are ring-like hemor- 
rhages in the perivascular spaces in the deeper 
portions of the cerebrum. The corpora striata 
and corona radieta are often affected—hence 
the Parkinsonian syndrome. Haemorrhages are 
rare in the cortex or below the tentorian cere- 
belli. There is gliosis or degenerative changes 
which are progressive. 

The symptoms progress approximately for 
a year and then become stationary. If the boxer 
gives up when the first signs appear the con- 
dition will not progress (hence the importance 
of repeated neurological examinations of boxers). 
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Although the electroencephalogram (E.E.G.) is 
not pathognomonic, if an abnormal E.E.G. is 
found (e.g. focal slowing) then the boxer should 
be suspended until the E.E.G. becomes normal: 
17% of my series of senior boxers had abnormal 
E.E.G.’s. In chronic cases the E.E.G. remained 
permanently abnormal. 

J. L. BLONSTEIN, M.R.C.S., L.R.C.P. 


Paroxysmal Auricular Tachycardia 
Query.—One of my patients, a married woman 
aged 47, with two children, has had attacks of 
paroxysmal auricular tachycardia since the age 
of fifteen. The frequency of attacks has varied 
from one week to several months, and they may 
last up to fifteen hours. They are often associated 
with anginal-like pain, particularly towards the 
end of an attack, and are quite distressing. The 
diagnosis was confirmed by an electrocardio- 
gram during an attack, and quinidine sulphate 
was recommended by the cardiologist. The dose 
was gradually increased up to 10 grains (0.6 g.) 
twice daily, when she had the longest period free 
from attack—six months. On attempting to 
reduce the dose by as little as 5 grains (0.3 g.) 
in twenty-four hours, the attacks began again, 
and have occurred even when she has been on 
10 grains (0.6 g.) twice daily. Procainamide 
has been tried, both prophylactically and during 
an attack, but with no effect. 

I would be grateful to know if the quinidine 
sulphate, grains 10 (0.6 g.), can be continued 
indefinitely, or even increased, without harmful 
effects, and if the attacks are likely to stop or 
become less at the completion of the menopause. 


Rep.y.—These cases of obstinate paroxysmal 
tachycardia, especially when associated with 
coronary insufficiency due to the shortened 
diastole, can present one of the most difficult 
therapeutic problems in cardiology. 

As quinidine has proved ineffective prophy- 
lactically it is likely that other drugs will be 
similarly disappointing. The quinidine could be 
increased to, say, 3 grains (0.2 g.) four-hourly, 
or perhaps 5 grains (0.3 g.) four times a day, 
and if this dose is effective it could be continued 
indefinitely without harm, the only reason for 
stopping it being the onset of cinchonism. In 
some cases, in which quinidine does not prevent 
attacks, a small dose of digitalis, by means of its 
vagal effect, may prove effective. Digitalis folia, 
4 grain (30 mg.) three times a day, would be 
well worth trying, but it should be remembered 
that large doses of digitalis can themselves 
induce ectopic rhythms. 

In view of the fact that this patient has had 
attacks from the age of fifteen it would appear 
unlikely that they would stop after the meno- 
pause. 

It is not clear from the query whether a good 
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trial has been made of using the various reflexes 
at the very onset of an attack, rather than trying 
to prevent attacks by the indefinite use of drugs. 
It is in the supraventricular tachycardias that 
these reflexes—the carotid sinus reflex, the 
oculo-cardiac reflex, the pulmono-cardiac reflex, 
and the gagging reflex—are effective, and they 
should be given a good trial before using any 
drug therapy. 

Although the anginal pain can be very severe 
indeed, the patient can be strongly reassured 
that although unpleasant it is not, in fact, 
harmful. If the cardiac pain is really very severe, 
and both quinidine and digitalis have failed to 
stop the attack, then a 20%, solution of mag- 
nesium sulphate can be injected slowly intra- 
venously, giving up to 20 ml. 

Many other drugs are recommended, but few 
prove effective. Some authorities still use acetyl- 
6-methylcholine hypodermically, in doses of 
10 to 30 mg., but an intravenous injection of 
atropine should always be ready as an antidote. 

SAMUEL ORAM, M.D., F.R.C.P. 


Paroxysmal Coryza and 
Exophthalmos 


Query.—One of my patients, aged 27 and 
mother of four children, has for the past four 
years suffered from paroxysmal coryzal attacks, 
gradually increasing in severity, associated with 
lacrimation and a@dema of the conjunctive. 
She has been under my care for the past ten 
months and I have been unable to detect any 
psychological cause or sensitivity to an allergen. 
The patient developed asthmatic attacks which 
could be easily aborted but which are now 
growing more into ‘status asthmaticus’, un- 
relieved by known remedies. By way of de- 
sensitization, autohemotherapy, with a course 
of ‘pollergen’, was tried, without success. 

She has a mild degree of exophthalmos, and 
a soft small swelliny; in the right lobe of the 
thyroid gland, but no symptoms of thyro- 
toxicosis. An attack of dyspneea will begin with 
itching of this swelling (to which the patient 
attributes all her trouble), then of the roof of the 
palate, the eye, and the scalp. The question is, 
whether there is any relation between the 
exophthalmos and the condition described, and 
I should be grateful for advice on the manage- 
ment of such a case. 


Rep.y.—First, has this patient a true ex- 
ophthalmos? My experience has been that in 
many cases labelled as mild exophthalmos the 
patient has either naturally prominent eyes or a 
pseudo-exophthalmos produced by retraction of 
the upper eyelids, a condition which may occur 
in nervous persons even in the absence of thyro- 
toxicosis. On the other hand, if this patient has a 
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true exophthalmos, the disorder may be a mild 
exophthalmic ophthalmoplegia which is often 
associated with lacrimation and edema of the 
conjunctive. My feeling, however, is that there 
is no relationship between the exophthalmos 
and her paroxysmal coryzal attacks. which, 
together with the lacrimation, conjunctival 
cedema, asthma and pruritus, are manifestations 
of an allergic state. 

Whether antihistaminic drugs have been tried 
for the rhinorrheea and lacrimation is not men- 
tioned. They are often of value in this con- 
dition, together with the nasal insufflation of a 
vasoconstrictor, such as amphetamine or 
‘antistin-privine’. The oral administration of 
isoprenaline may reduce the frequency of the 
asthmatic attacks, and if status asthmaticus is 
unrelieved by adrenaline, corticotrophin or 
cortisone may be successful. 

A. W. SPENCE, M.D., F.R.C.P. 


Cortisone in Tropical Eosinophilia 
Query.—In view of the marked eosinophilia, 
and the known action of cortisone in producing 
an eosinopenia, is there any clinical evidence 
that cortisone might be of value in the treatment 
of tropical eosinophilia? What is the rationale 
for using arsenical preparations in the treatment 
of tropical eosinophilia? 
Rep.y.—aAs the cause of ‘tropical eosinophilia’ 
is unknown, the treatment by arsenicals, though 
often successful, is empirical. Eosinophilia 
associated with parasitic infection does not 
respond to cortisone, but non-parasitic eosino- 
philia in the tropics has been treated success- 
fully by cortisone in doses of 50 to 100 mg. every 
second day to a total dosage of 1 g. Although 
a reduction of 75% in the number of eosinophils 
may be obtained by hormone therapy the 
long-term results are as yet unknown. 

Sir Georce R. McRosenrt, C.1.£., M.D., F.R.C.P. 


Dryness of the Eyes and Mouth in 
Cirrhosis of the Liver 

Query.—One of my patients, a woman aged 51 
years, has cirrhosis of the liver. Liver function 
tests showed a gross degree of liver damage, but 
she has improved considerably on a high- 
protein diet, supplemented with vitamin C 
tablets, methionine tablets, ‘multivite’ tablets 
and liver extract. Laparotomy was performed 
in 1954. The gall-bladder contained several 
stones; the spleen was enlarged. Cholecys- 
tectomy and splenectomy were performed. She 
has complained all the time of extreme dryness 
of the eyes and mouth, but this cannot be 
accepted as true Sjégren’s disease. I should be 
grateful for an opinion and advice on treating 
this extreme dryness of mouth and eyes. 


Rep.y.—Dryness of the eyes and mouth is most 
troublesome and may have a number of causes. 
Xerophthalmia is a well-known result of vitamin 
A deficiency, and although the liver seems to 
hold a store of this vitamin it does not last 
more than a few months. It is also characteristic 
of vitamin A deficiency that the skin is dry 
leading to hyperkeratosis, and this may be 
accompanied by dryness of the mouth. Such 
evidences of vitamin A deficiency are well 
recognized, though uncommon, in cases of 
liver disease and it would be interesting to 
know whether the patient concerned also 
suffered from loss of acuity of vision in dim 
lights (defect of dark adaptation). 

Vitamin A deficiency may result from an 
excessive intake of carbohydrates and proteins 
in proportion to that of fats. It might therefore 
be worth trying the effect of a high-fat diet in 
addition to the vitamins already given, and 
vitamin A and D capsules B.P.C., or some 
proprietary preparation (such as ‘radiostoleum’ 
capsules) in full dosage. 

Tuomas Hunt, D.M., F.R.C.P. 


Premenstrual Pain 
Query.—A young unmarried woman has for 
the last two years suffered from sudden severe 
attacks of pain which occurs always at night, 
and always ten days before her menstrual period 
is due. The pain is felt in the lower lumbar 
region, and usually radiates to the left iliac 
region although sometimes to the right. She is 
rendered incapable of movement by the severity 
of the pain but is quite well when it has passed 
off, usually in about four hours. Her menstrual 
periods are normal and occir every 31 to 35 
days. Her health is good, and there are no past 
illnesses except appendectomy four to five years 
ago. Rectal examination reveals, no pelvic 
abnormality, and renal examination is negative. 
I should be grateful for an opinion and advice 
in this case. 
Rep.y.—It would appear that the cause of the 
pain is not associated with any demonstrable 
clinical lesion in the pelvis or renal tract and, of 
course, the appendix can be excluded. Nor is it 
associated with any deterioration in the patient's 
general health. The cause is apparently related 
to the menstrual cycle since it produces its 
symptoms always ten days before the menstrual 
period and it is able to produce pain on the left 
or right side of the abdomen, having radiated 
from the lower lumbar region. The fact that the 
pain is of such a nature as to render the patient 
incapable of moving suggests the possibility of 
peritoneal irritation. Its short duration could be 
correlated with the absorption or neutralization 
of non-irritating material in the peritoneal 
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cavity. Pelvic peritoneal irritation can produce 
referred pain in the lower lumbar region. 
Movement of the irritating material from the 
pelvis to the side of the abdomen would explain 
the radiation of the pain from the lower lumbar 
region to the iliac fossa of that side. It would 
therefore be reasonable to suggest that ovulation 
from one or other ovary might be responsible 
for the exudation of a blood-stained fluid into 
the pelvis to produce the type of pain the patient 
experiences. Why this should occur only at 
night, it is difficult to say. It is possible that 
ovulation takes place only at night in this 
patient. Alternatively, since it is not stated that 
this pain occurs during every menstrual cycle, 
diurnal ovulation may pass comparatively 
unnoticed. 

It would be of interest to prepare a tempera- 
ture chart to see if ovulation is, in fact, occurring 
and if it corresponds in time with the pain. If 
this is found to be so, it would then be reasonable 
to suppress ovulation during one or two cycles 
by estrogen therapy to see if the pain is similarly 
suppressed. This would confirm the diagnosis. 
Unfortunately, treatment is unsatisfactory since 
it depends on repeated suppression of ovulation. 

H. H. Fouracre Barns, M.B., F.R.C.S., 


F.R.C.0.G, 
Husky Voice 


Query (from a reader in Egypt).—A patient, 
aged 62 years, complains of a husky voice for 
six months. The Wassermann reaction is 
An x-ray of the chest shows fibrosis on the right 
side. The sputum contains no tubercle bacilli. 
He has had a course of potassium iodide and 
organic iodide, followed by a course of 8.5 mega 
units of penicillin given over a period of two 
weeks. This in turn was followed by a course of 
bismuth injections and mercurial inunctions. 
Improvement, however, has been very slight. 
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I should be grateful for advice concerning 
any further treatment, and also on the prognosis 
for further recovery of the voice. 


Rep.y.—lIt is important in this case for the 
vocal cords to be examined by laryngoscopy to 
determine whether the change in the voice is 
due to some local inflammation or neoplasm, 
or to paralysis of one cord. 

If the patient has a gummatous lesion of the 
larynx, the antisyphilitic treatment given should 
have produced healing but deformity due to 
scarring might prevent recovery of voice. If 
there is active ulceration the possibilities of 
tuberculosis and carcinoma will have to be 
considered. If there is paralysis of the left vocal 
cord the patient presumably has mediastinal 
disease which, if related to syphilis, might be 
due to an aortic aneurysm or, rarely, to gum- 
matous mediastinitis. It is not stated whether 
x-rays of the chest have been taken from oblique 
views to show the aortic arch. If the patient has 
left vocal cord paralysis and no aneurysm, some 
other mediastinal condition must be considered, 
especially carcinoma of the bronchus. Broncho- 
scopy might help to establish this diagnosis. 
Fibrosis of the lungs could possibly be due to 
healed gummas but these are rare in the lungs. 
Tuberculosis and carcinoma are much more 
likely causes. The search for the tubercle 
bacillus should continue and the sputum should 
be examined for malignant cells. 

The antisyphilitic treatment already given 
should be quite sufficient for a case of late 
syphilis, but the cerebrospinal fluid should be 
tested if this has not been done. 

If the loss of voice is due to syphilis and, as 
seems to be the case, improvement is very 
slight after adequate treatment, the prognosis 
for further recovery of voice is bad. 

AmBrosE J. KING, M.B., F.R.C.S. 


PRACTICAL NOTES 


Management of Thyrotoxicosis 

IN a review of his experience with thyrotoxicosis 
during the last ten years, Victor Riddell (British 
Journal of Surgery, July 1956, 44, 25) divides 
patients with thyrotoxicosis into three main 
therapeutic groups. The first includes those in 
whom medical treatment is indicated. These 
include: (a) mild cases; (b) masked hyper- 
thyroidism ; (c) young children, the elderly, and 
at times of exceptional physiological stress such 
as puberty, pregnancy, and the menopause; 
(d) recurrent postoperative thyrotoxicosis; (e) 
malignant exophthalmos. Surgery is indicated: 


(a) when pressure symptoms are present; (b) in 
toxic nodular goitre; (c) in cases in which 
medical treatment has failed; (d) when it is 
necessary, for social or economic reasons, to 
get the patient back to work as quickly as 
possible; (e) in the presence of malignancy; 
(f) when the gland is very large; (g) in the thyro- 
cardiac patient. This leaves the largest group of 
all—what Riddell describes as the ‘indeter- 
minate group’. In this group the deciding factors 
are usually a combination of the patient's age, 
the patient’s attitude, the available facilities, 
and the precipitating agent. In this indeter- 
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minate group age offers the best guide in 
deciding upon treatment. ‘Within a_ wide 
latitude surgery is indicated in young adults 
(aged 18 to 40), and medical methods in the 
more elderly’. The position with regard to 
radio-iodine is summed up by saying that it is 
absolutely contraindicated in children and preg- 
nant women. It has its ‘most valuable applica- 
tion’ in the treatment of patients who are 
resistant or sensitive to the antithyroid drugs 
and in the treatment of postoperative recurrent 
thyrotoxicosis as an alternative to the anti- 
thyroid drugs. 

In his own series of 250 patients operated 
upon for toxic goitre since the introduction of 
the antithyroid drugs, two have died as a result 
of the operation, giving a case mortality rate of 
0.8%. He has had only one postoperative thyroid 
crisis—in one of his two fatal cases. 


Treatment of Tuberculous 
Meningitis 

Tue intrathecal route is still used at Oxford in 
the treatment of tuberculous meningitis, accord- 
ing to Honor Smith (Tubercle, August 1956, 
37, 273). Both streptomycin and isoniazid are 
given daily, both intrathecally and systemically. 
For adults and adolescents the daily intrathecal 
dose is 50 mg. of both streptomycin and 
isoniazid, and the systemic dose is 1 g. of 
streptomycin intramuscularly and 300 mg. of 
isoniazid orally, with a reduced dosage for 
children. This treatment is continued until: 
(a) the patient is clinically well and, in particular, 
is apyrexial and gaining weight steadily; (b) the 
spontaneous fluctuations in the cell counts of 
the cerebrospinal fluid have disappeared; (c) 
the protein content of the cerebrospinal fluid 
has been falling steadily for several weeks; (d) 
at least eight weeks have elapsed since tubercle 
bacilli were last identified in daily examination 
of the cerebrospinal fluid. After the intrathecal 
injections have been stopped, the systemic 
treatment is continued for another two months 
or for a total of six months, whichever is the 
longer. In cases in which the meningitis is 
accompanied by overt miliary spread, and ‘in 
which no adjuvant to chemotherapy is used’, 
it is recommended that the total period of 
treatment be prolonged to one year, and that 
during this time three separate courses of 
intrathecal injections be given. 

The prognosis is largely dependent upon the 
stage of the disease at which treatment is 
initiated. Thus, of 52 patients who were still 
fully conscious and rational and without focal 
neurological signs, only three died, giving a 
survival rate of 94%. On the other hand, only 
31% of 67 patients survived who were so 
deeply comatose and delirious on admission 
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that ‘they were inaccessible from the outside 
world’. 


Treatment of Epilepsy 

Except in petit mal of childhood, phenobarbi- 
tone remains the first choice as an anticonvulsant 
in this country, according to Denis Williams 
(Proceedings of the Royal Society of Medicine, 
August 1956, 49, 589). It is ‘often effective, it is 
well tried, safe, and has few and infrequent 
side-effects’. Its main disadvantage is that 
patients tend to become exceedingly drowsy. 
Williams’ practice is to use phenobarbitone 
first. If this is inadequate he adds phenytoin 
sodium in increasing doses. If this combination 
is inadequate, he switches on to primidone. 
He does not give this with phenobarbitone 
because ‘the combination of both nearly always 
causes considerable drowsiness and lassitude’. 
In a series of 94 epileptic outpatients at the 
National Hospital, Queen Square, all of whom 
had fits for many years, and none of whom were 
adequately controlled by other anticonvulsants, 
primidone stopped the attacks in 15%, and 
reduced their incidence in 49%. The general 
impression is that grand mal attacks without 
local origin or evident cause responded most 
satisfactorily, that focal attacks of all kinds may 
respond occasionally, but that pure juvenile 
petit mal never responded. The usual dosage was 
three to six 0.25-g. tablets daily. With this 
dosage toxic effects occurred in 17% of cases. 
Apart from ‘dramatic coma’ in one man who 
was known to be sensitive, and occasional 
rashes, the most worrying side-effects were 
drowsiness, slowness, and mild ataxia, but 
most patients said they were more alert on 
prim‘done than on other anticonvulsants. 


Penicillin V in Pediatrics 

‘PENICILLIN V given orally appears to be an 
excellent therapeutic agent for streptococcal 
infection’, according to B. B. Breese and F. A. 
Disney (American Journal of Diseases of Children, 
July 1956, 92, 20) as a result of their experi- 
ence in a series of 110 cases of 8-hxmolytic strep- 
tococcal infection in children, most of whom 
were between the ages of four and nine years. 
The series consisted of 56 cases of streptococcal 
sore throat, 19 pyogenic streptococcal com- 
plications (11 cervical adenitis, four otitis 
media, and one each of sinusitis, peritonsillar 
abscess, vaginitis, and impetigo), and 35 carriers 
(‘patients not ill but with positive throat cul- 
tures’). The children were treated as out- 
patients, and the parents were given 30 tablets, 
each containing 200,000 units of penicillin V, 
with instructions to give the child one tablet 
on wakening in the morning, one at 2 p.m., and 
one at bedtime. No toxic effects were encoun- 
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tered, and ‘by and large the children took the 
tablets without trouble’. Of the 106 patients 
finally available for follow-up, six had recurrent 
attacks, 17 became carriers, and one developed 
acute glomerulonephritis. Of the remaining 82 
patients, 96% were observed for more than 
fifteen days, and 82%, for more than thirty days, 
and these were all ‘cured’. The over-all ‘cure’ 
rate was approximately 90%. 

Eosinopenia in Myocardial 
Infarction 

Tue finding of a normal eosinophil count (i.e. 
above 50 per c.mm.) within five to forty-eight 
hours of an attack suspected to be acute myo- 
cardial infarction strongly contraindicates such a 
diagnosis, according to Knut Kirkeby (American 
Journal of the Medical Sciences, July 1956, 232, 
50). In a series of 149 patients in the early phase 
of myocardial infarction, of the eosinophil counts 
made on the first, second and third days, only 
3%, 6%, and 15% respectively were above 
50 per c.mm., and the vast majority were below 
20 per c.mm. An early eosinopenia was also 
found in certain conditions that may have to be 
considered in the differential diagnosis of myo- 
cardial infarction, such as pulmonary embolism, 
pneumonia and gall-bladder disease, but rarely 
in uncomplicated angina pectoris. There was 
also some evidence that the eosinophil count 
might have some prognostic significance. Thus, 
there were only two deaths among 81 patients 
in whom the eosinopenia persisted for less than 
seven days, whilst there were 16 deaths among 
the 23 patients in whom the eosinopenia per- 
sisted for seven days or longer. This gives a 
mortality of 2.5%, compared with 69.5%. Al- 
though it is not quite clear from the text, it 
appears that these figures refer to the findings 
while the patients were in hospital. 


Prognosis of Rheumatic Fever 

Tue factors associated with progressive rheu- 
matic disease have been studied by Sara Karp- 
Giora (Bulletin of the St. Francis Hospital and 
Sanatorium, January-April 1956, 13, 19) on the 
basis of the findings in a follow-up of 863 
children who had been admitted to the hospital 
on account of acute rheumatic fever. The 
follow-up period ranged from one year to 
sixteen years. The vast majority of the children 
(89.7%) showed no evidence of progressive 
heart disease. The 84 cases which showed 
definite progressive heart disease are subdivided 
into two main groups. The first group consists 
of 40 individuals, with an average age of 16.7 
years, who had been followed for an average 
period of 6.6 years. None of these showed any 
evidence of rheumatic activity, and there were 
few symptoms of cardiac insufficiency, but all 
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had some definite evidence of cardiac involve- 
ment, such as slight enlargement or early mitral 
stenosis. They were all living normally active 
lives. With two exceptions, none of this group 
had shown any evidence of rheumatic carditis 
when discharged from hospital. The second 
group, consisting of 44 cases, all had evidence 
of progressive cardiac deterioration. This group 
is further divided into three subgroups. The 
first of these, consisting of 16 cases, had evidence 
of cardiac enlargement and progressive valvular 
disease, but were able to lead practically normal 
lives. The second subgroup, consisting of 21 
cases, all had marked evidence of progressive 
heart disease. All of them had active rheumatic 
disease when they were originally discharged 
from hospital and at the time of the follow-up 
examination. During the follow-up period they 
had often had ‘mild reactivations’ of rheumatic 
activity. The third subgroup, consisting of seven 
cases, had signs of severe progressive heart 
disease, with imminent or overt heart failure. 
It is reported that the finding of prolongation 
of QT-~ is one of the most reliable signs of the 
presence of active carditis. 


Nicotinic Acid and 
Hypercholesterolamia 

Tue effect of nicotinic acid upon the concentra- 
tion of blood lipids has been studied by W. B. 
Parsons Jr. et al. ( Proceedings of theStaff Meetings 
of the Mayo Clinic, June 27, 1956, 31, 377) in 
18 patients, whose plasma cholesterol was con- 
siderably higher than 250 mg. per 100 ml. The 
initial daily dosage of nicotinic acid was 3 g.: 
given either as one capsule (500 mg.) six times 
daily, or two capsules thrice daily. This dosage 
was continued for at least four weeks in all 
patients. In patients in whom the plasma 
cholesterol decreased to, and remained at, less 
than 250 mg. per 100 ml., the daily dose was 
reduced to 1.5 g. In those in whom the plasma 
cholesterol did not fall the daily dose was in- 
creased to 4.5 g.—in two cases to 6 g. Thirteen 
patients were observed for at least twelve weeks, 
and five for four weeks. After twelve weeks’ 
treatment six patients had plasma-cholesterol 
values of less than 250 mg. per 100 ml., and 
two had values of 254 mg. per 100 ml. There was 
an average reduction of 10%, in total lipids after 
four weeks’ treatment. At the end of twelve 
weeks the amount of cholesterol present as beta- 
lipoprotein had decreased significantly in six 
patients. Before treatment the ratio of beta- 
lipoprotein to alpha-lipoprotein was consider- 
ably higher than 3.5. After twelve weeks’ treat- 
ment the ratio had decreased in 11 patients and 
was 3.5 or less in four. This ratio had been found 
to be less than 3.5 in 95°, of 60 normal young 
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women. No serious side-effects were encoun- 
tered. The mechanism whereby nicotinic acid 
reduces the concentration of beta-lipoprotein is 
obscure. The significance of these findings lies 
in the relationship that exists between hyper- 
cholesterolamia and increased concentration of 
beta-lipoprotein in the blood and the develop- 
ment of atherosclerosis. The authors cautiously 
conclude that this ‘study suggests that nicotinic 
acid is a safe drug which may favourably alter 
the concentration of blood lipids in some 
patients with hypercholesterolemia’. 


Hypoglycemia and Angina Pectorts 
“THe dangers from insulin-induced hypo- 
glycemia in patients with coronary artery disease 
may, on occasion, have been overemphasized’, 
according to W. E. Judson and W. Hollander 
(American Heart Journal, August 1956, §2, 198). 
This opinion is based upon their findings in 11 
patients with hypertensive cardiovascular and/or 
coronary artery disease with angina pectoris, in 
whom insulin hypoglycemia was induced on 
18 occasions. One patient was maintained in 
‘insulin shock’ for over two hours, whilst 
another developed ‘semicoma and _ required 
intravenous glucose therapy’. Following intra- 
venous insulin, the blood sugar fell from an 
average level of 81 mg.% to 38 mg.%, the 
range of the falls varying from 28 to 58 mg.%. 
None of the patients experienced anginal pain 
during the period of hypoglycemia. There were 
changes in the electrocardiogram, but they were 
‘totally unlike those observed during a docu- 
mented attack of angina pectoris’. This fact, 
combined with the absence of anginal pain, is 
taken to mean that these electrocardiographic 
changes are not due to coronary insufficiency. 
It is therefore concluded that ‘hypoglycemia 
per se is not necessarily the cause for the angina 
pectoris reported to follow excessive insulin 
treatment’. 


Laryngeal Swabs in Tuberculosis 
LARYNGEAL swabs are still not used extensively 
in the diagnosis of pulmonary tuberculosis, 
according to C. H. Hamilton Thomas (Monthly 
Bulletin of the Ministry of Health, July 1956, 
15, 141), partly because of the loss of viability 
of tubercle bacilli which occurs if the swab is 
not examined immediately. He therefore investi- 
gated the reasons for this loss of viability, and 
found that it was largely due to the toxic effect 
of cotton-wool on the tubercle bacillus. This 
toxic effect was found with both absorbent and 
non-absorbent cotton-wool, and the appearance 
of the wool gave no indication as to whether or 
not it would prove toxic. It was found that 
nylon and calcium alginate swabs were the 


most satisfactory. The latter are used at the 
Brompton Hospital. Nylon swabs are recom- 
mended when the final cultures are to be made 
on the usual solid media. Calcium alginate is 
soluble in trisodium phosphate solution, enab- 
ling the swab to be cultured on either solid or 
fluid media. As the use of a fluid medium 
entails less work than a solid medium, it is 
recommended that calcium alginate swabs be 
cultured on a fluid medium. The final con- 
clusion is that ‘the choice lies between nylon 
swabs cultured on solid media, and calcium 
alginate swabs dissolved and cultured in fluid 
media’. 


Ear-Ring Deformities 

In this country deformity of the lobe of the 
ear due to the wearing of ear-rings is uncommon, 
according to L. R. McLaren (Nursing Mirror, 
August 24, 1956, 103, iv). Rarely, the lobe of 
the ear may be distorted by sheer weight as the 
result of wearing heavy ear-rings over long 
periods of time. More common is splitting of 
the lobe. This occurs only with lobes that have 
been pierced. This injury ‘appears to be a 
hazard of mothers or grandmothers nursing 
young children’. There are, however, other 
causes. McLaren reports two cases in which 
ear-rings were pulled out, causing a cleft, while 
the patient was drying herself after washing. 
A ‘more bizarre variety of cleft ear lobe’ is that 
due to pressure necrosis. This is usually bilateral 
and due to wearing heavy and powerful clip-on 
spring ear-rings. Keloid formation is much less 
common among white races than pigmented 
races. Whilst the treatment of cleft ear lobe is 
usually a straightforward plastic operation, the 
treatment of keloid formation is difficult and 
often unsatisfactory. A combination of cortisone, 
x-ray therapy and plastic surgery is now being 
tried. 


A Zipper Accident 

THE incorporation of a zipper in trousers is 
not without its hazards. B. W. Coombs (Medical 
Journal of Australia, June 23, 1956, i, 1059) 
reports the case of a young man who ‘in some 
haste, caught his prepuce firmly between the 
two plates of the glider of the zipper’. The 
treatment was as follows. The whole zipper was 
first removed from the trousers. The lower 
locked end was then broken with a pair of 
ordinary pliers, and the zipper teeth freed up 
to the impacted glider. Each lateral runner was 
then gripped above and below the glider and 
wrenched from it. The two plates of the glider 
could then be easily separated. It is reported 
that there was ‘only a minimum of abrasion 
and bruising’. 
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REVIEWS OF BOOKS 


Modern Views on the Secretion of Urine. 
Epitep sy F. R. WINTON, M.D., D.Sc. 
London: J. & A. Churchill Ltd., 1956. 
Pp. vii and 292. Illustrated. Price 30s. 

A. R. Cusmny first published his ‘modern view’ 

of the secretion of the urine in 1917 when he 

held the Chair of Pharmacology at University 

College, London, and a second edition was 

published in 1926 when he was Professor of 

Pharmacology at the University of Edinburgh. 

Forty years later a series of ten lectures was 

given at University College in commemoration 

of Cushny’s classical contribution to renal 
physiology, and these lectures have now been 
collected together in this book. In all respects, 
this volume is an admirable memorial to 

Cushny’s work. Most of the contributors have, 

at one time or another, worked in University 

College, and the lectures cover both fundamental 

and clinical aspects of renal function. 
Although scientific, the lectures are largely 

free from technical jargon and should therefore 
be appreciated by a wide variety of readers. 

Clinicians will be most attracted by the later 

chapters on renal failure and other aspects of 

renal function in disease and by the fascinating 
chapter on genetic aspects of tubular function. 

The earlier sections which deal with such basic 

aspects as the measurement of the rate of 

glomerular filtration and the processes of active 
tubular transport are written in a way that will 
be easily understood by the non-specialist 
without loss of interest to those working in 
these fields. Those who are professionally con- 
cerned with the mysteries of renai function will 
wish to possess this book both for its content 
and for its historical value as a worthy successor 
to its illustrious predecessor “The Secretion of 

Urine’. 

Clinical Electrocardiography. Part 1: The 
Arrhythmias. By Louis N. Katz, A.B., 
M.D., F.A.C.P., and ALFRED PICK, M.D. 
London: Henry Kimpton, 1956. Pp. 737. 
Figures 415. Price £6 tos. 

Tus is the most comprehensive text on the 

electrocardiography of the cardiac arrhythmias. 

The emphasis is essentially clinical but there 

is much sound discussion of physiological prob- 

lems and of basic experimental evidence con- 
cerned with the various aspects of this subject. 

The book is divided into two parts. The first 

short section is concerned with the physiology, 

classification, frequency, dynamics and clinical 
diagnosis of arrhythmias. The second part is 
concerned with systematic description of the 
arrhythmias. Each chapter contains an atlas of 


illustrative electrocardiograms ; these are mostly 
excellent examples, but it is surprising to find 
that CF lead connexions are sometimes used for 
the precordial electrocardiogram. Most authori- 
ties have abandoned this bipolar lead connexion. 

The authors are well aware that their views on 
controversial problems are often at variance with 
the views of other authorities, but such subjects 
as the genesis of auricular flutter and fibrillation 
are discussed fully. The circus theory is con 
sidered to be an oversimplified variant of the 
multiple re-entry hypothesis but differing from 
it in ascribing the control to a single impulse 
circulating in a ‘mother ring’. The theory of 
multiple ectopic pacemakers which has sup- 
planted the circus hypothesis in the views of 
many is criticized and not accepted. After a good 
discussion of these problems it is pointed out 
that flutter and fibrillation represent a reaction 
peculiar to a syncytium when it is subjected to 
a sufficiently rapid rate of stimulation. Treatment 
is described in each section but there is nothing 
new here, for there have been no significant 
advances in this field during the past decade. 

This fine text is full of much fact, clear thought 
and little fiction. It is beautifully printed and 
illustrated, and will surely remain a standard 
work of reference for a long time. 


Collagen Diseases. By Joun H. Tacsorr, 
M.D., and R. Moveres FERRANDIS, M.D. 
New York: Grune and Stratton Inc., 
1956. Pp. xv and 232. Plates 16. Figures 
30. Price $6.50. 

CONSIDERING the mass of literature on the col- 

lagen diseases during the last fifteen years a 

monograph has long been due, and this publica- 

tion is entirely welcome. One of the problems 
confronting the authors was which diseases to 
include; and with the first four of their choice, 
systemic lupus, polyarteritis, dermatomyositis 
and scleroderma, nobody will disagree ; but it is 
questionable whether such an exceedingly rare 
condition as thrombotic thrombocytopenic pur- 
pura should have been chosen as the remaining 
condition to be described. Erythema nodosum 
or Henoch-Scheenlein disease could well have 
taken its place. Aside from this, the authors 
have produced an up-to-date and comprehensive 
review of all aspects of the four major collagen 
diseases. All the important literature is reviewed, 
and it is gratifying to find in a transatlantic pub- 
lication adequate reference to British work. The 
book is pleasantly written, and the production, 
including the illustrations, is of high standard. 

It can be recommended not only to the con- 

sultant physician and dermatologist, but also to 
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the general practitioner wishing to keep abreast 
of affairs, because its small size enables it to be 
read in an evening. 


Histological Appearances of Tumours. By 
R. WINSTON EVANS, T.D., B.Sc., M.R.C.S., 
L.R.C.P. Edinburgh: E. & S. Livingstone 
Ltd., 1956. Pp. xvi and 773. Figures 980, 
Price gos. 

Tuts book is likely to be well received by those 

interested and occupied in pathological work. 

With the exception of intracranial neoplasms 

and the tumours of the female genital organs, 

which have been purposely omitted, the book 
covers the whole of this subject in an adequate, 
orderly and comprehensive manner. Due regard 
has been paid to the developmental aspect, and 
the clinical, biochemical, hzamatological and 
endocrinological features have been considered, 
as occasion arises. Exceptionally the description 
of certain conditions may appear to be somewhat 
lengthy but the writing is always lucid and 
intelligible. Subjects upon which there have 
been considerable controversy and discussion, 
e.g. the classification of tumours of lymphoid 
and hemopoietic tissues, have been presented 
clearly to the reader. The illustrations, almost 
all in black and white, are ample and, with few 
exceptions, very good. A _ valuable list of 
references is given at the end of each chapter. 

This book is rather different from others on 

neoplastic diseases and it can be warmly com- 

mended to all those interested in this subject. 


Obstetric Practice. By HARoLp SPpeert, 
M.D., and ALAN F. GUTTMACHER, M.D. 
New York: Landsberger Medical Books 
Inc. ; London: McGraw-Hill Publishing 
Co. Ltd., 1956. Pp. 478. Price 52s. 6d. 

Tuts book is specifically designed to meet the 

needs of the general-practitioner obstetrician. 

It assumes some previous knowledge of the 

basic problems and techniques of obstetrics, and 

for this reason references, theoretical dis- 
cussions, chapters on anatomy, physiology and 
embryology have been deliberately omitted. 

Practical up-to-date guidance is given to assist 

the practitioner in the actual care of his obstet- 

rical patients, more than usual attention being 
given to the many details of practical clinical 
problems and their management. 

It is strange to encounter a book on obstetrics 
entirely lacking in illustrations, but it is so well 
written, and the various subjects are so clearly 
presented, that illustrations prove quite unneces- 
sary. The approach throughout is conservative 
and conforms in large measure to British teach- 
ing and practice. An exception to this is the 
author’s preference for posterior pituitary pre- 
parations rather than ergometrine, and his 
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half-hearted advocacy of breast feeding. It is 
also surprising to find no mention of folic acid 
in the treatment of megaloblastic anaemia. 
These, however, are minor criticisms of a book 
which will be found valuable and helpful to the 
practitioner. 


Masked Epilepsy. By Hucu R. E. WALLIs, 
M.D., M.R.C.P., D.C.H. Edinburgh: E. & S. 
Livingstone Ltd., 1956. Pp. x and 51. 
Price 7s. 

IN this short monograph the author seeks to 

justify his contention that epilepsy is a much 

commoner condition in childhood than is gener- 

ally recognized and that it may present in a 

variety of bizarre fashions, varying from intra- 

uterine kicking to loss of weight, sweating of the 
head, nightmares and somnambulism. Cyclic 
vomiting is specifically considered to be in this 
category, and headaches and abdominal pain, 
particularly when periodic, are included in the 

list. The author gives an account of his 16 

cases of masked epilepsy occurring among the 

108 convulsive disorders he encountered during 

a three-year period, and a full explanation of his 

thesis. 

Although many readers will remain sceptical 
of the conclusions reached, the book serves a 
useful purpose as a reminder that epilepsy by no 
means always presents as grand or petit mal. 


Fifth Annual Report on Stress. Epirep BY 
Hans SELYE, M.D., and GUNNAR HEUuvsER, 
M.D. New York: M. D. Publications 
Inc., 1956. Pp. 815. Figures 13. Price 
£7 105. 

Tuts book follows the same plan as its im- 

mediate predecessors. It consists chiefly of an 

index, but tempers the wind of boredom to the 
ordinary reader by including 21% of reading 
matter. The main portion will continue to be 
useful to the research worker,.even if he is 
allergic in the immediate or Arthus manner 
to Professor Selye’s stress-tinted spectacles. The 
reading matter contains a review of the new 
syndrome of aldosteronism by its discoverer, 

Jerome Conn, and short essays on hormonal 

influences on inflammation, immunity, in- 

digestion, and psychological behaviour, all of 
which are worth reading before returning the 
book to its long home on the library shelf. 


Neurological Nursing. By JoHN MARSHALL, 
M.D., M.R.C.P.Ep,, D.P.M. Oxford: Black- 
well Scientific Publications, 1956. Pp. 
vii and 166. Figures 83. Price 18s. 6d. 

Tuts well-balanced and up-to-date book covers 

everything relevant from the nursing of acute 

respiratory failure, simple physiotherapy and 
retraining of bladder function to social after- 











REVIEWS OF BOOKS 


care. It should help probationers to understand 
and deal with many of the most difficult cases 
in general medical and traumatic surgical 
wards, and encourage the best of them to aspire 
to work in a neurological unit. In general prac- 
tice many of the practical measures could be 
employed at home by the district nurse, the 
patient and his relatives. 


The Office Assistant in Medical or Dental 
Practice. By Portia M. Freperick and 
CaroL Towner. Philadelphia and Lon- 
don: W. B. Saunders Co., 1956. Pp. x 
and 351. Figures 55. Price 33s. 

Tue girl who assists a doctor or a dentist has a 
profession ; for it she needs a special combination 
of skills and must be specially trained. Here is 
the main theme of this book, and the theme is 
taken very seriously. Since this profession is 
partly secretarial and partly nursing, the book 
has chapters on a wide variety of topics—“The 
right kind of reception’, “Telephone technique’, 
“Medical records’, ‘Medical and dental fees’, 
‘Care of instruments’, ‘Administration of in- 
jections’, ‘Immunology’, and several others. A 
considerable part of the book does not fit the 
English scene. The three chapters on fee- 
collection are irrelevant in the context of the 
National Health Service. The giving of injections 
by persons without a nursing qualification is 
uncommon in this country. The recording of 
even part of the medical history by an assistant 
is also rare and is to be deplored. The more 
general advice on dealing with patients is 
excellent—particularly on the art of answering 
the telephone. But do not the authors go a little 
too far? “To develop a good voice, your facial 
muscles must be trained. These muscles should 
not be tensed nor should they sag. Do not set 
your teeth or jaws. The lips should move freely 
as they are a definite aid in good diction. You 
cannot achieve this freedom of speech if you are 
chewing gum’. 

In summary, the principle of this book is 
admirable, but modifications would be needed 
to make it into a fully suitable handbook for the 
medical or dental assistant in this country. 


Landmarks in The History of Hygiene. By 
Henry E. SIGERIST, M.D., F.R.C.P., LU.D. 
Oxford University Press; London: 
Cumberlege, 1956. Pp. ix and 78. 
Figures 4. Price 12s. 6d. 

Tue ‘landmarks’ chosen by Dr. Sigerist are 

Galen’s ‘Hygiene’, the ‘Regimen Sanitatis 

Salernitatum’, Luigi Cornaro’s ‘Discorsi della 

Vita Sobria’, and the work of Johann Peter 

Frank. Originally prepared as the University of 

London Heath Clark Lectures and delivered in 
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1952, they are written with that polished style 
and consummate scholarship which character- 
ize all Sigerist’s writings. When he trespasses 
into the sphere of medical politics, as he does 
in his final lecture on “The changing pattern of 
medical care’, he is not so impressive, but this 
minor disadvantage is entirely outweighed by 
the pleasure derived from the first four lectures. 
The publication of this slim volume whets the 
appetite for the long-awaited remaining volumes 
of the author's ‘History of Medicine’. 


Wiederbelebung. By Pror. Dr. H. KiLuian 
and Dr. A. Dénuarpr. Stuttgart: 
Georg Thieme, 1955. Pp. viii and 320. 
Figures 93. Price DM 24. 

Tuts well-illustrated monograph reports the 
technical progress made by anesthetists in 
aids to artificial respiration and in the treatment 
of respiratory failure in poliomyelitis, The 
authors aim to apply this new knowledge to 
the entire field of life saving. The book con- 
tains valuable data concerning the causes of 
absence or lack of oxygen (hypoxia, anoxia, 
asphyxia, hypoxydosis, cyanosis) and their 
clinical aspects (circulatory, anemic, hypoxic 
and histotoxic anoxia), and illuminates the 
mistakes made hitherto in the attempts to 
restore life. It deals also with the modern 
technique used for restoring respiration (arti- 
ficial respiration, including intubation and 
tracheotomy in emergencies), the circulatory 
revival in the event of heart failure due to 
disturbances of conduction, ventricular fibril- 
lation and arrest of the heart beat. All modern 
drugs used for restoring the circulation are 
fully discussed. For these reasons this book 
can be highly recommended to the general 
practitioner and it provides valuable information 
for the specialist in this field. 


NEW EDITIONS 
The Principles and Practice of Medicine, by Sir 
Stanley Davidson, M.D., P.R.C.P.ED., F.R.C.P., 
and the Staff of the Department of Medicine, 
University of Edinburgh, and associated Clinical 
Units, third edition (E. & S. Livingstone Ltd., 
35s.).—There is a note of justifiable pride in 
the editor’s preface to this edition, when he 
notes that within a matter of three and a half 
years a first and second edition, each with large 
reprints, have been sold out. The book clearly 
meets a demand, both at home and in the 
Commonwealth, and the reason is not far to 
seek. The book is didactic, dogmatic and concise. 
As a textbook for students, to be used in con- 
junction with bedside teaching, it stands second 
to none. The new edition has been carefully 
revised and brought up to date. Misprints are 
commendably few, but Wassermann (pp. 48, 
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206), hydrallazine (p. 183) and aneurine (p. 872) 
are misspelt, and there is a rather confusing 
lack of consistency in the method of designating 
brand names of drugs. It is also disconcerting 
to find that the discarded ‘fluid drachm’ is still 
made use of. These, however, are minor 
criticisms of a book which overnight established 
itself as the student’s best guide to the practice 
of medicine. 


Hutchison’s Clinical Methods, by Donald 
Hunter, M.pD., F.R.c.p., and R. R. Bomford, 
D.M., F.R.C.P., 13th edition (Cassell & Co. Ltd., 
18s. 6d.).—To a reviewer brought up on the 
eighth edition of Hutchison and Rainey’s 
‘Clinical Methods’, the appearance of the 13th 
edition, with its change of title and of author- 
ship, cannot but arouse mixed feelings. Let it 
be said right away, however, that the mantle of 
Hutchison and Rainey has fallen upon two 
worthy successors. It is practically sixty years 
since this book was first published, and it is 
a striking tribute to the original authors that, 
relatively, so little has had to be altered. The 
explanation, of course, is that the fundamentals 
of clinical medicine have changed little, and 
these were so ably epitomized in the first 
edition that only the frills of the Victorian days 
have had to be removed—to be replaced by the 
frills of the new Elizabethan era. It is because 
of its insistence upon fundamentals that this 
book continues to be the student’s best guide to 
the examination of his patients, and there are 
few practitioners, or consultants, who will not 
benefit from having it within easy reach. There 
are few awkward questions on the subject which 
it does not answer. 


Gynecologic Cancer, by James A. Corscaden, M.D., 
in its second edition (Bailliére, ‘Tindall and Cox, 
8os.), gives a very adequate account of the 
subject and can be read with advantage either 
by the practising specialist who will be respon- 
sible for treatment or by the practitioner whose 
function must be mainly in the making of an 
early diagnosis. It has the advantage of being 
the work of a single author who has had exten- 
sive experience. The views expressed are well 
balanced and the information is absolutely up 
to date. 

For the practitioner the book is particularly 
valuable as the emphasis is upon early diagnosis. 
In addition a complete account of methods of 
treatment with their relative merits is given. 
For completion there are chapters on relevant 
allied problems such as the menopause, the 
nature of cancer, and the management of the 
patient as compared with her medical treatment. 
Useful lists of reference are included. An 
excellent and well-produced book. 
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Pathologic Physiology, edited by William A. 
Sodeman, M.D., F.A.C.P., in its second edition 
(W. B. Saunders Co., 91s.), is intended to bridge 
the gap between physiology and clinical medi- 
cine, and sets out to analyse the symptoms and 
signs of disease and explain from the physio- 
logical standpoint the mechanism of their 
development. This is indeed a worth-while 
venture because experience has shown that a 
true understanding of clinical conditions only 
comes from a study of the disturbed physio- 
logical processes involved, and rational treatment 
is always directed towards restoring these dis- 
turbances to normal. The result, however, is 
only successful in part, largely because many 
contributors are involved and the editor has 
failed to maintain uniformity of approach with 
a consequent lack of cohesion. Many of the 
sections are excellent and present up-to-date 
physiological medicine at its best. Others, per- 
haps by their very nature, are less satisfactory, 
and that on the locomotor system is frankly 
disappointing. By British standards the 
cussion on jugular venous pressure waves is 
inadequate and, despite the limitations described 
by British and American workers, the technique 
of measuring venous pressure by inserting a 
needle into an antecubital vein is still advocated. 

The book is admirably produced and is likely 
to prove valuable to medical postgraduates. 


dis- 


A Manual of Fractures and Dislocations, by 
Barbara Bartlett Stimson, A.B., M.D., F.A.C.S., 
third edition (Henry Kimpton, 34s.).—During 
the 1939-45 War, Major Stimson was well 
known in the British Army in which she served 
as an orthopedic specialist. Her skill as an 
vperating surgeon was particularly seen in her 
treatment of fractures. The present work 
testifies to the success it has achieved in the 
United States. It provides a fine exposition of 
fracture treatment, useful alike to the student 
as for the general practitioner. It is concise, full 
of common sense and emphasizes first prin- 
ciples. All the usual bone and joint injuries are 
described, and sound advice is given upon 
treatment both by the practitioner himself and 
upon that for which he will send the patient 
to the special hospital departments dealing with 
such injuries. The book is illustrated adequately 
by line drawings which are simple and clear. 


The contents of the November issue, which will contain 
a symposium on ‘Psychosomatic Disease’ will be found 
on page cxxviii at the end of the advertisement section 


Notes and Preparations, see page 531. 
Fifty Years Ago, see page 535. 
Motoring Notes, see page |xxxvii. 
Approved Names, see page cxv. 
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A new chemical compound formed 
by the combination of INH and 
PAS in molecular proportions 
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TABLETS OF 100 mg. OF ISONICOTINIC ACID 
HYDRAZIDE-P-AMINOSALICYLATE 


BENGUE & Co. Ltd. manuracturine cHemsrs 


MOUNT PLEASANT - ALPERTON - WEMBLEY - MIDDLESEX 


Bengue & Co. Ltd. make “ Dipasic™ available in the United Kingdom by orrengement with Ed 
Geistlich Sens Led., Wolhusen (Switzerland) 














THE PRACTITIONER 














C.. 
Hormones 








PERANDREN* 
TESTOSTERONE AND DERIVATIVES) 
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for economical and effective sublingual administration 
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for depot therapy of several weeks duration 


Ampoules, implants, ointment and cream also available 
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NEW PREPARATIONS 
‘CREMOMYCIN’ is intended for the treatment of 
‘specific and non-specific diarrheeas’ and is said 
to be of value ‘in consolidating fluid stools, 
eliminating enteric bacteria, and in soothing the 
irritated intestinal mucosa’. Each 30 ml. 
(‘approximately 1 fluid ounce’) contains 3 g. of 
‘sulfasuxidine’ succinylsulphathiazole, 3 g. of 
colloidal kaolin and 300 mg. of neomycin sul- 
phate (equivalent to 210 mg. of neomycin base). 
Supplied in bottles containing 8 fluid ounces. 
(Merck Sharp & Dohme Ltd., Hoddesdon, 
Herts.) 


‘“CyNoMEL’ is L-triiodothyronine as the sodium 
salt and ‘has been used with success in the 
treatment of metabolic insufficiency manifested 
by physical and mental sluggishness, decreased 
emotional control, and diminished function in 
various organs and systems’. It is said to be 
metabolized at cellular level and to have a 
‘remarkably rapid onset and cut-off of effect’. 
Issued in tablets of 5 and 25 mcg., in packs of 
100 and 1000. (Smith Kline & French, Cold- 
harbour Lane, London, S.E.s5.) 


contain zinc 
benzo- 


‘“HEMATRIX’ suppositories each 
oxide, 15%; aluminium oxide, 7.5%; 
caine, 6%; balsam of Peru, 2.5%; bismuth 
subgallate, 2%; and resorcin, 1%, and are 
intended for the treatment of hzamorrhoids and 
similar rectal conditions. They are said to be 
‘particularly effective’ in pruritus and for the 
relief of pain. Supplied in packs of 12. (S. Maw, 
Son & Sons Ltd., Aldersgate House, New 
Barnet, Herts.) 


‘HyDROMYCIN’ ointment contains hydrocortisone 
acetate, 1%, and neomycin sulphate, 0.5%, in 
an anhydrous base, and is intended for the 
treatment of ‘secondarily infected dermatoses’. 
Supplied in tubes of 5 and 15 g. ‘Hydromycin’ 
eye/ear ointment contains hydrocortisone acetate, 
1.5%, and neomycin sulphate, 0.5%, in an 
anhydrous base, and is intended for the treat- 
ment of otitis externa and ‘for preventing the 
development of infection during the treatment 
of inflammation in the eye’. Supplied in tubes of 
3 g. (Boots Pure Drug Co. Ltd., Station Street, 
Nottingham.) 


‘MEPAVLON’ tablets each contain 400 mg. of 
meprobamate and are intended for the treatment 
of ‘anxiety neuroses and states of tension’. They 
are said to be of low toxicity, free from side- 
effects such as ‘dryness in the mouth and blurred 
vision’, and to relieve mental and muscular ten- 


sion without dulling consciousness. Issued in 
containers of 30 and dispensing packs of 250. 
(Imperial Chemical (Pharmaceuticals) Ltd., 
Fulshaw Hall, Wilmslow, Manchester.) 


‘Micrit’” brand ergotamine compound (com- 
pressed) is intended for the treatment of 
migraine. Issued as tablets containing 2 mg. of 
ergotamine tartrate, 50 mg. of cyclizine hydro- 
chloride and 100 mg. of caffeine (alkaloid), it is 
said to relieve both the headache and the ocular 
disturbances of migraine, whilst the cyclizine 
‘effectively counters’ the nausea and vomiting 
of ergotamine therapy and also that due to the 
migraine itself. Available in bottles of 10 and 
100. (Burroughs Wellcome & Co., 183-193 
Euston Road, London, N.W.1.) 


*‘UmprabiL Viscous U’ is a contrast medium for 
use in urethrography. It is ‘not only opaque for 
x-rays but viscous, jelly-like, and following 
injection leaves a film-like coat on the mucosa, 
acting at the same time as a local anesthetic’. 
It is also said to be water-soluble, readily 
absorbed and no lavage is necessary following 
its use. Its composition is: the diethanolamine 
salt of 3:5-diiodo-4-pyridone-N-acetic acid, 
35% w/v in aqueous solution, containing car- 
boxymethylcellulose and lignocaine (‘xylocaine’), 
0.25% w/v. Packed in tubes of 40 ml., in boxes 
of 6. (Astrapharm Ltd., 3 The Mall, Surbiton, 
Surrey.) 


PHARMACEUTICAL NOTE 
Evans Mepicat Suppiies Lrp. announce that 
‘novo’ protamine zinc insulin is now available 
in prcks of 5 ml. (40 and 8o units) and 10 ml. 
(40 units). (Speke, Liverpool 19.) 


NEW APPARATUS 

Puitips Evecrricat Lrp. announce the intro- 
duction of a new tilting x-ray table designed ‘to 
meet the needs of the smaller hospital or clinic 
or the radiologist in private practice’. This is 
known as the ‘faciloscope’ and there are two 
models, the ‘hand tilt’ and the ‘hand drive’. 
(Century House, Shaftesbury Avenue, London, 
W.C.2.) 


B.M.A. SCHOLARSHIPS 
An Ernest Hart Memorial Scholarship (£300), a 
Walter Dixon Scholarship (£300) and four 
ordinary scholarships (£200 each) will be awarded 
in 1957 to candidates recommended by the 
science committee of the Association as qualified 
to undertake research in any subject (including 
State Medicine) relating to the causation, pre- 
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vention or treatment of disease. In addition, 
the Insole Scholarship (£250) will be awarded 
for research into the causes and cure of venereal 
disease. Applications, on a prescribed form, 
must be made not later than March 1, 1957. 
Further details may be obtained from the 
Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.1. 


ROYAL MEDICAL BENEVOLENT FUND 
Tue annual report of the Royal Medical 
Benevolent Fund for 1955 shows that 429 grants 
were made during the year. With the 257 
annuitants already on the books this brought the 
total number of beneficiaries for the year to 686. 
The total expenditure for the year was £62,676, 
and this exceeded the yearly income by £1,190 
In addition to seeking further financial support, 
the Fund appeals for gifts of clothing. These 
should be sent to: Clothes Room, Ladies’ Guild 
of the Royal Medical Benevolent Fund, Tavis- 
tock House (North), Tavistock Square, London, 
W.C.1. 


JAMES MACKENZIE LECTURE 
Tue third James Mackenzie Lecture of the 
College of General Practitioners will be given 
by Dr. I. D. Grant at 11.30 a.m. on November 
17, 1956, in the Great Hall, B.M.A. House, 
Tavistock Square, London, W.C.1. The title 
of the lecture will be ‘Family Doctors, Their 
Heritage and Their Future’. Visitors will be 
welcome. 


SYPHILIS IN THE UNITED STATES 
IN a recent issue of the New England Fournal of 
Medicine (1956, 255, 357) concern is expressed 
at the ‘premature rejoicing that syphilis is no 
longer a problem’. The downward trend in the 
incidence of syphilis has not only been arrested; 
there is now an upward trend. In the nine 
months ended March 31, 1956, more cases of 
primary and secondary syphilis were reported in 
the United States than in the corresponding 
period of the preceding year. Since this increase 
occurred in twenty widely scattered states, 
affected Negroes as well as whites, private as 
well as public practice, it is suggested that it 
‘may well forecast large-scale increases in in- 
fectious syphilis throughout the nation’. The 
figures in Massachusetts, normally an area of 
low syphilis prevalence, are in line with the 
national figures. There has been an increase of 
30% in infectious syphilis, and of 17% in late 
latent and late syphilis. 


ROUTINE TESTS FOR SYPHILIS 
AN investigation reported in Tidsskrift for den 


THE PRACTITIONER 


Norske Legeforening (1956, 76, 475) shows that 
0.44% of the 16,489 blood specimens from 
husbands of Rh-negative pregnant women, 
tested at the State Institute for Public Health 
during the period January 1951 to July 1955, 
gave positive reactions for syphilis. About 
50% of those with positive reactions were 
unaware that they had syphilis. One in six of 
the wives of those with positive reactions gave 
strongly positive reactions themselves. It is 
therefore recommended that the routine testing 
of blood for syphilis should be continued in 
both pregnant women and their husbands. 


THE WELFARE STATE 

New claims for sickness benefit in 1955 (53 
weeks) totalled 7,919,000, compared with 
7,173,000 in 1954 (52 weeks), according to the 
annual report of the Ministry of Pensions and 
National Insurance for 1955. The cost of these 
benefits for the year ended March 31, 1955, was 
£844 million. During the year ended January 31, 
1955, 746,000 maternity benefits, 287,000 home 
confinement grants and 196,000 maternity 
allowances were awarded. The cost of maternity 
benefits in the year ended March 31, 1955, was 
£13 million. The number of claims for injury 
benefit was 831,000 compared with 803,000 in 
1954. The cost for the year ended March 31, 
1955, was more than £104 million. The number 
of disablement benefits was 127,000, and their 
cost was {£13 million. Medical boards made 
nearly 289,400 examinations. During the year 
12,352 appeals were dealt with by 14 medical 
appeal tribunals, and 41.6% resulted in a 
decision for the claimant. 


SUICIDE RATES 

In a survey of the suicide rate in 25 countries, 
with an adult population of 400 million, the 
World Health Organization reports that the 
highest death rates from suicide were found in 
Japan (23.4), Denmark (23.3), Austria (23.1) 
and Switzerland (22.6). The figures in brackets 
are the deaths per 100,000 population. The 
lowest rates were in Ireland (2), Northern 
Ireland (3.5), Chile (4.6) and Scotland (5.9). 
England and Wales, with 11.4 per 100,000, had 
a much higher rate than either Northern Ireland 
or Scotland. In the United States of America 
the rate for the white population (10.1) is 
three times that for the non-white population 
(3.8). In all countries men are more prone to 
commit suicide than women: in the ratio of 
3 : 1. In men the highest death rate from suicide 
is in those aged 70 years and over, whereas 
among women the highest incidence tends to 
be in at an earlier age: 50 to 60 years. 


CONTINUED ON PAGE 533 
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IN GASTRIC 


ULCER... 


RELIEF 
WITHOUT 


RISK... 


* 
VSCOPAN 


(hyoscine-N-butylbromide) 


THE SAFE 
SPASMOLYTIC 


Buscopan safely overcomes the spastic 
syndrome in gastric ulcer. A more effec- 
tive spasmolytic than atropine, it is dis- 
tinguished by its almost complete freedom 
from side-effects, even when used in high 
dosage over long periods. 

BUSCOPAN AMPOULES—0.02G., in boxes of 6 & 30 


BUSCOPAN SUGAR-COATED TABLETS— 
0.01G.., in tubes of 20, bottles of 100 & 500 


Manufactured and distributed in England by 
Pfizer Ltd., Folkestone, Kent, for 
C. H. Boehringer Sohn, 
Ingelheim am Rhein, 


Registered Proprietors of the Trade Mark. 
* Regd. Trade Mark 
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In just four to six weeks, SELSUN 
restores the scalp to a elean, healthy condition. 
Then— without further care—the patient's scalp remains 
free from the scaling, itching and burning of seborrhoeic 
dermatitis for one to four weeks. Clinical reports covering 
more than 400 cases show that sELsSuN controls 92 to 95% of 
common dandruff cases, 81 to 87% of all seborrhoeic dermatitis cases. 
SELSUN is remarkably simple to use. Patients just add it to their 
regular hair-washing routine. It rinses out easily, leaves the hair and 
scalp clean and easy to manage. sSELSUN is available in 2 and 4 fluid 


ounce bottles, with special direction label on every bottle. 


Ss E LS U N (Selenium Sulphide, Abbott) 
REGD. 


SELSUN literature wi/l be sent on request to 
ABBOTT LABORATORIES LTD - PERIVALE - GREENFORD - MIDOX. 
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NOTES AND PREPARATIONS 


MALARIA CONTROL 

Since DDT spraying was introduced at the 
end of the last war, the incidence of malaria 
in Southern Europe has fallen from 4,000,000 
cases a year to less than 10,000. In Greece, for 
instance, where there were between one and 
two million cases annually before the 1939-45 
war, there were only 408 cases in 1952. Equally 
striking is the position in Italy, where the 
annual incidence has dropped from 400,000 in 
1945 to three new cases of local origin in 1955. 
In the Eastern Mediterranean countries the 
problem is a more difficult one, on account of 
the nomadic life led by so many of the inhabi- 
tants. In Iran, for instance, some 5,000,000 of 
the 22,000,000 inhabitants are nomads. In spite 
of this, the incidence of malaria has fallen from 
4,000,000 in 1949 to 14,000 at the present day. 
These are some of the figures produced at a 
WHO malarial conference held in Athens 
recently. 

INTRACUTANEOUS T.A.B. 
INOCULATION 
SUBCUTANEOUS injection of T.A.B. vaccine has 
long been one of the minor bugbears of the Army 
because of the tendency for such inoculations 
to cause temporary disability, which was liable 
to prevent the inoculated individual from carry- 
ing out his normal duties for at least a day. 
Evidence from the United States indicates that 
intracutaneous inoculations greatly reduce the 
tendency to such temporary disability, and that 
they are effective for reinoculations against 
typhoid fever. Investigations in this country 
have confirmed these findings, and it has now 
been decided to use the intracutaneous method 
of inoculation throughout the Army for re- 
inoculations against typhoid" fever. Meanwhile 
investigations are proceeding to evolve a means 
of making the method suitable for primary 

inoculations. 


ALCOHOLISM IN HUNGARY 
ALARMED at the increase in alcoholism, the 
Hungarian Government have been conducting a 
campaign ‘to switch drinking from spirits to 
wines and soft drinks’. They have raised the 
price of rum and brandy by 50%, whilst that of 
other spirits has been raised by 20% to 30%. 
The sale of spirits has been banned in ‘people’s 
buffets’, cinema, theatre and swimming pool 
bars, and the price of wine has been reduced. As 
a result of these measures it is claimed that the 
consumption of rum has fallen by 13.3% within 
a period of three months. 

CLINICAL FEATURES OF JEALOUSY 
ACCORDING to a French newspaper, jealousy 
kills a thousand French men and women every 
year, and 60% of all French men, and 40% of 
all French women suffer from ‘chronic jealousy’, 
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Jealous people apparently have certain well- 
defined physical characteristics. The affected 
male has thick eyebrows meeting over the 
nose, whilst his female counterpart has either a 
thin mouth and thin lips or a large mouth and 
deep-set eyes. If left untreated, jealousy may 
lead to skin diseases or disease of the heart. 
Women with jobs are said to be less jealous 
than housewives. It is reported that jealousy is 
on the decline throughout Europe. Whether it 
be cause or effect is not stated, but it is reported 
that only 28% of married women in Paris now 
deceive their husbands, compared with 36% 
fifty years ago. Swedes will be interested to 
learn that theirs is the least jealous country in 
Europe. 
PUBLICATIONS 

An Introduction to Electrocardiography, by L. 
Schamroth, M.B., B.CH.(RAND.), M.R.C.P.ED., 
F.R.F.P.S.—This short work, virtually a pamphlet 
between stiff covers, will doubtless annoy purists 
in electrocardiography as much as it will please 
undergraduate medical students. In less than 
60 pages, every one of which contains one or 
more line drawings, the author attempts to give 
the reader a working knowledge of unipolar lead 
electrocardiography. He certainly covers a sur- 
prising amount of ground with very few words. 
If one accepts the dipole theory, which in- 
cidentally is nowhere mentioned as such, there 
is little of a factual nature to criticize. However, 
the description of the electrode station of lead 
V4 is incorrect, and a misprint mars the defini- 
tion of the position of lead Vs. It is unusual to 
refer to the waves of auricular flutter as P waves. 
(Juta & Co., Cape Town and Johannesburg, 
price 21s.) 


Pulmonary Circulation and Respiratory Function. 

In September 1955, a symposium was held 
in honour of Dr. Averill Liebow, Professor of 
Pathology of Yale University, Praelector at the 
University of St. Andrews for 1955. Over a 
hundred physiologists, physicians, surgeons 
and pathologists were entertained by the 
University for the two-day meeting. A dozen 
of the more important papers are summarized 
in this attractive volume, together with dis- 
cussions. The book incorporates many of the 
most up-to-date opinions upon pulmonary 
circulation and respiratory function in health 
and disease. (E. & S. Livingstone Ltd., price 
12s. 6d.) 


Chest Clinic Design, the report of the NAPT 
architectural committee, is a companion volume 
to the NAPT ‘Design for Sanatoria’. In offering 
practical assistance to those planning a clinic, 
the committee wisely legislates for maximum 
requirements and pays attention to the circula- 
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tion through the building of the individual 
patient. Occasionally, the planning may seem a 
little too lavish, and perhaps not enough stress 
is laid on the desirability of an appointments 
system. Not everyone would concur with the 
implied criticism of the practice of seeing 
patients and their wet films at the same time. 
Dogmatism, however, is not the keynote, and 
this book will be invaluable not only to the few 
who are lucky enough to share in the designing 
of completely new clinics but also the greater 
number who hope for more up-to-date facilities 
in old buildings. (National Association for the 
Prevention of Tuberculosis, price 12s. 6d.) 


Expert Committee on Biological Standardization, 
Ninth Report, WHO Technical Series No. 108, 
records the establishment of several new inter- 
national standards. These include standards for 
oxytetracycline, polymyxin B, growth hormone, 
and hyaluronidase. (H.M. Stationery Office, 
price 15s. od.) 


A.M.A. Scientific Exhibits 1955 not only 
illustrates what can be done by way of visual 
instruction intelligently set out, but is in itself 
a mine of information about the different 
aspects of medicine and surgery. (Grune and 
Stratton, Inc., price $20.00.) 


Orthopddische Krankengymnastik, by Martha 
Scharll, is designed for those physiotherapists 
particularly concerned with the after-care of the 
orthopedic conditions of childhood. It is in 
three parts: a dictionary of technical informa- 
tion, descriptions of the common orthopedic 
conditions and their treatment, and practical 
details of remedial exercises. This useful little 
book is a beginner’s book, of use in the training 
of the special nurse or physiotherapist and even 
of the undergraduate medical student. It there- 
fore deals with sound principles and traditional 
methods. It is relatively untouched by recent 
eponymously distinguished ‘theories’ and 
‘methods’ of treating neuromuscular disorders. 
This work is therefore essentially practical but 
it could have gained if more of the physiological 
basis of remedial gymnastics had been discussed. 
The definition of de Quervain’s disease mis- 
takenly describes it as affecting the extensor 
pollicis longus tendon sheath. (Georg Thieme, 
price DM 14.80.) 


Threadworms. Some Questions Answered is in- 
tended for mothers, and can be thoroughly 
recommended to general practitioners for this 
purpose. (The Central Council for Health 
Education, price 3d. per copy, or 1s. per dozen.) 


The Bencard Manual of Allergy is intended to 
give practical assistance to the practitioner in 
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the use of skin tests and desensitization in the 
diagnosis and treatment of allergic conditions. 
It is admirably produced and concentrates on 
the practical aspects of the subject. A copy 
will be sent to any registered medical prac- 
titioner upon application to C. L. Bencard 
Ltd., Park Royal, London, N.W.10. 


OFFICIAL NOTICE 
Domiciliary Consultations.—Memorandum H.M. 
(56) 74 authorizes the payment of an apparatus 
fee of 2 guineas in respect of all domiciliary 
consultations at which a whole-time specialist 
uses his own electrocardiograph or portable 
X-ray apparatus. 


OFFICIAL PUBLICATIONS 
Hemophilia. Some Useful Notes and Advice.— 
This booklet has been produced by the Ministry 
of Health with the cooperation of the Hamo- 
philia Committee of the Medical Research 
Council. It is not meant for the professional 
reader, but is written in simple terms for the 
benefit of people who are actually suffering from 
this disease as well as for their parents, with the 
object of helping hzmophiliacs to lead as normal 
a life as possible. The booklet is not being put 
on sale publicly, but copies have been supplied 
to the clinics and laboratories throughout Great 
Britain which are acting as reference centres 
under the hemophilia scheme initiated by the 
Medical Research Council in 1954. Any general 
practitioner who wishes to obtain a copy can do 
so by applying to the nearest centre, or to the 
Public Relations Division, The Ministry of 
Health, Savile Row, London, W.1. 


Domestic Food Consumption and Expenditure: 
1954 is the fifth annual report of the National 
Food Survey Committee. The picture it presents 
of the nutritional status of the country is, on the 
whole, reassuring, but there are certain sections 
of the community, particularly among larger 
families, in which the position requires careful 
watching. If this report could be brought out 
within a more reasonable period of time, its 
value would be considerably enhanced. (H.M. 
Stationery Office, price 5s.) 


Report of a Working Party on Anesthetic Ex- 
plosions.—This report reviews the 36 anzsthetic 
explosions which occurred between 1947 and 
1954. The opinion is expressed that simple pre- 
cautions of the sort many hospitals already 
observe as a routine would eliminate three- 
quarters of the explosions. The report, which 
should be studied carefully by all concerned with 
the use of operating theatres, includes a Safety 
Code for equipment and installations. (H.M. 
Stationery Office, price 2s. 6d.) 
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Many doctors prefer 
ACHROMYCIN 


Regd. Trade Mark Tetracycline 






in 
tablet form... 


...80 do 
many patients 


AcHRomyciIn tetracycline is now established as the foremost broad-spectrum 
antibiotic of the day. Among the 14 prescription forms of ACHROMYCIN now 
available, AcHromycin Tablets are especially favoured by practitioners. The 
odourless thin coating of the Tablets quickly dissolves, permitting ready absorption 
of the antibiotic and diffusion into body fluids and tissues. Patients find the Tablets 
are easy to swallow and a particularly convenient form of the antibiotic. Like all 
other prescription forms of AcHromycin, the Tablets ensure broad-spectrum 
activity, prompt control of infection with negligible side effects. 





50 mg. Tablets —- vials of 25 and 100 
250 mg. Tablets — vials of 16, bottles of 100 and 1,000 


and for specialized needs... 





os 








Pediatric 
Drops—Palatable, cherry-flavour 
ed preparation for administration 
in milk, water or fruit juice. 1 Gm. 
in 10 ce. bottle 


Acuromycin = Liquid 


. So) 


Cherry- 


ACHROMYCIN 
flavoured syrup, especially suit- 
able for the young. Potency: 125 
mg. per teaspoonful (5 oc.). Jn 
bottles of 2 and 16 fil. oz. 


Syrup 


ACHROMYCIN Intramuscular — 
Widely used to initiate antibiotic 
therapy. Eflective levels are then 
maintained by oraladministration. 
In vials of 100 mg. 


LEDERLE LABORATORIES DIVISION 


’ . 
Ganamid prooucrs UB LONDON, w.c.2 
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SERENITY 


in the 


menopause... 


The menopause is a normal milestone 
in life, yet it is often accompanied by emotional 
disturbances with increased tendency to irritability 
and to disturbed harmony with friends and family. 
MIXOGEN tablets, by correcting 
endocrine imbalance,. give rapid relief in the simplest and 


most economic way. 


dosage : |-2 tablets daily 
reducing when possible. 


M iIXOG + O28 Micmac al 
Each tablet contains 00044 mz 


OESTROGEN-ANDOROGEN SYNERGY of crystalline ethinyloestradio! 
B.P. and 36 mg. of crystalline 
methyltestosterone B.P. Tubes 
Literature and sample on request. of 25 and bottles of 100 








ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE * LANCASTER PLACE * LONDON’: W.C.2 
Telephone : TEMple Bar 6785/6/7, 0251/2 Telegrams ; Menformon, Rand, London 
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THE PRACTITIONER 
fifty Bears Ago 


‘Prudence is a rich, ugly old maid, courted by Incapacity’.—William Blake, Proverbs of Hell. 
OcrToseEr, 1906 


Tue Eprror announces ‘with considerable 
satisfaction’ the publication ‘for the benefit of 
the medical profession generally’ of an extra 
number of The Practitioner ‘dealing with the 
use of x-rays in the diagnosis and treatment of 
the various forms of accident, injury, and 
disease. So far as we know, no textbook dealing 
with the subject in anything like so comprehen- 
sive a form has been published, and we there- 
fore confidently express the hope that this 
extra number will be found to afford not only 
information of the utmost value to the general 
practitioner, but also guidance of the most 
useful and practical nature in the use of x-rays. 
Seeing that hitherto the literature on the subject 
has been neither comprehensive nor authorita- 
tive, the articles which have been selected for 
the benefit of our readers, coming as they do 
from authorities whose practical experience 
must command attention and respect, cannot 
fail to excite general interest’. Fifty years ago 
the diagnostic value of x-rays was far from 
generally accepted as is evident from the follow- 
ing passage in ‘Notes by the Way’: “The 
importance of diagnosis in such cases as those 
to which reference is made in the book is to 
a certain extent of recent birth, and perhaps on 
that account will be regarded by many, at least 
of our older colleagues, with a certain amount 
of reserve and caution; but when they realise 
that a far greater amount of accuracy in the 
determination of the nature of the case is 
rendered possible, and that consequently a very 
much higher degree of confidence in dealing 
with it is afforded, we feel sure that they will at 
once recognize the indispensable character of 
the invaluable aid now afforded by means of the 
use of the x-rays’. 

Five pages of ‘Notes by the Way’ are given 
up to “The Alcohol Question’ on which the 
Editor holds decided views: ‘Every person of 
unbiassed mind who has worked in a hospital 
has seen cases of pneumonia, typhoid fever, and 
heert disease snatched from the very jaws of 
death by the administration of alcohol at the 
critical moment. .. . It is not a pleasant thing 
to say, but we believe it to be the truth, that 
there is a certain amount of insincerity in the 
outcry against alcohol that is now heard from 
so many quarters. The agitation is led by a few 
men whose intensity of conviction would pro- 
bably lead them to go to the stake rather than 





give a drop of alcohol to a dying man; the bulk 
of their followers would stop considerably on 
this side of martyrdom’. 

The opening article on ‘Abdominal Pain in 
Diseases of the Pelvic Organs’ is written by 
Archibald Donald, M.D., C.M., Surgeon to 
St. Mary’s Hospital, Manchester, and by his 
house-surgeon J. Dunlop Lickley, M.D. An 
Edinburgh graduate, Archibald Donald was 
appointed senior resident at St. Mary’s Hospital, 


F.C.0.G., LL.D. 


Archibald Donald, M.D., 
(1860-1937) 


Manchester in 1885, gynaecological surgeon to 
the Manchester Royal Infirmary in 1895, 
professor of obstetrics and gynaecology at the 
Victoria University in 1912, and clinical pro- 
fessor of these subjects in 1920. A skilled 
operator and a modest and frail, but energetic, 
man he was one of the first surgeons in this 
country to use sterilized catgut. 

C. M. Hinds Howell, M.B., M.R.C.P., 
Casualty Physician, St. Bartholomew's Hos- 
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pital, and Registrar, National 
Paralysis and Epilepsy, contributes ‘Some 
Remarks on Acute Abdominal Pain’. W. H. 
Clayton Greene, M.B., F.R.C.S., Surgeon, 
French Hospital; Surgeon-in-charge of Out- 
Patients, St. Mary’s Hospital, discusses anuria, 
to which he devotes 23 pages. The final para- 
graph of his paper is of particular interest: ‘As 
to the treatment of lumbar incision and splitting 
the renal capsule, or even the renal substance, 
I have little to say. It has been practised with 
some success in post-operative anuria, and in 
some cases of suppression in Bright’s disease. 
If we could be certain of the exact pathological 
change which leads up to this dangerous crisis 
we should be better able to select the appropriate 
remedy. Capsule splitting can only be supported 
on the grounds that increase in the renal tension 
is alone responsible for the anuria, and there is 
no reason to believe that this is the case in many 
instances of suppression’. A few years later the 
author presented a communication to the 
Clinical Section of the Royal Society of Medi- 
cine on “Treatment of Acute Suppression of 
Urine by Incision of Kidneys’. 

R. Tanner Hewlett, M.D., F.R.C.P., Pro- 
fessor of General Pathology and Bacteriology, 
King’s College, London; Lecturer on Bacterio- 
logy, London School of Tropical Medicine, 
reviews “Tropical Diseases’. In ‘A Review of 
Recent Work in Venereal Diseases’ J. Ernest 
Lane, F.R.C.S., Surgeon, St. Mary’s and the 
London Lock Hospitals, writes that during the 
past year, following the discovery of the Spiro- 
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cheta pallida in certain syphilitic lesions by 
Schaudinn, ‘this bacillus has been the object of 
much research, with the result that the charac- 
teristics and peculiarities of the organism have 
been rendered more familiar, and the technique 
of the microscopical examination has been 
greatly simplified’. 

The ‘Famous Quack’ this month is John St. 
John Long, who ‘professed to have invented 
a liniment which had the property of distin- 
guishing between healthy and unhealthy tissues, 
and which cured gout, rheumatism, palsy, and 
consumption’. He is reputed to have earned 
£13,000 a year. He died in 1834 at the age of 37 
of consumption, having refused to be treated 
by his own method. 

The books reviewed include C. R. Marshall's 
‘A Text-Book of Materia Medica for Students 
of Medicine’; Austin Flint’s ‘Handbook of 
Physiology’; Reginald Harrison’s “The Urethro- 
tomies and Kidney Capsulotomy’ ; and a reprint 
of George Bodington’s ‘An Essay on the Treat- 
ment and Cure of Pulmonary Consumption’, 
with a preface by his grandson. “We have read 
the essay with considerable interest . . . the 
drift of the whole is marvellously up to date. . . . 
Dr. Bodington’s recommendation that con- 
sumptive patients should be placed in country 
houses, in proper situations, well ventilated and 
provided with all “appliances and means to 
boot’’ under the care of specially qualified prac- 
titioners sounds very much like the suggestion 
for the establishment of the modern sanatorium’. 

W. R. B. 








MEDICAL INSURANCE 


with independent and unbiased advice - 


The Medical Insurance Agency consists of specialists 
concerned with Insurance and Financial Aid as 
they affect the medical profession, and their advice 
is independent and unbiased. Founded nearly 50 
years ago the Agency has gained a wide experi- 
policies and financial 
arrangements have been negotiated with leading 
companies which are unobtainable elsewhere. There 
is usually a direct benefit by way of reduced pre- 
miums and, in addition, the Medical Charities benefit 
considerably, since they receive the whole of the 


ence, and many special 


Agency’s surplus. 


Whole of Life policies 

Endowment policies 

Children’s policies 

Annuities 

Pensions schemes 

Sickness and Accident policies 
Motor Insurance 

Household Insurance 

Hire Purchase (cars and equipment) 





MEDICAL INSURANCE AGENCY 


Chairman: James Fenton, CBE,MD,DPH. Gen. Manager: A. N. Dixon, ACIl. 


B.M.A. HOUSE, TAVISTOCK SQ., LONDON W.C.1 ste: 


Hon. Sec: Henry Robinson, MD, DL, JP. 


Euston 603! (7 lines) 


Scottish Office: 6 Drumsheugh Gardens, Edinburgh. 


BIRMINGHAM : 154 Great Charles Street. 
CARDIFF : 195 Newport Road. 
GLASGOW : 234 St. Vincent Street. 
MANCHESTER : 33 Cross Street. 


BRISTOL : Yorkshire House, 4 St. Stephen's Avenue. 
DUBLIN : 28 Molesworth Street. 

LEEDS : 20/21 Norwich Union Buildings, City Sq 
NEWCASTLE-UPON-TYNE : 16 Saville Row. 
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Children are the future... 


On the children of today will rest the great responsibilities of tomorrow. 
Their achievements in the future are linked inseparably with their present- 
day health and well-being. Children can benefit from the fund of nutritional 
knowledge established over the years, so well reflected in the recently 
introduced Vi-Macna Syrup. Designed especially to correct inadequate 
intake or poor utilization of dietary factors, the Syrup provides a full com- 
plement of essential vitamins in carefully balanced amounts—daily dose 
one teaspoor ‘ul. It is delightfully flavoured to ensure willing acceptance by 


the most fastidious youngster. 


Each teaspoonful contains : 


. ° V LU 
itamin A _ _ 5000 LU, 
Vi - Magna’ 3: =H 


Thiamine HC! (B, ; me. 
Riboflavinc (B> 2 me. 
Pyridoxine HC] (Bg 0.2 me. 
Ascorbic Acid (( 75 meg. 
Niacinamide 20 me. 
Brand of Multivitamins Calcium pantothenate 1 me. 


Vitamin By. (as present in 
concentrated extractives from 
* Regd. Trade-mark streptomyces fermentation 5 mcgm. 


In bottles of 4 and 16 fl. oz. 


LEDERLE LABORATORIES DIVISION 


’ 
(yanamid rnowucts OB LONDON, W.C.2. 
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NO | Local sipe-errects 


—burning, stinging or irritation 
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NO | coNnTRA-INDICATIONS 


HyproCORTISY L 


WATER-SOLUBLE HYDROCORTISONE 


SKIN LOTION AND SKIN OINTMENT 





Relieves PRURITUS Perfect tolerance 
in a few minutes 


Rapid effect due to 


Reduces ERYTHEMA the hormone being in true 
in a few hours solution 

Dries WEEPING Makes the skin smooth, 
in a few days soft and supple 





For example, as in: 
Infantile and allergic Eczemas 
Contact dermatitis and Chronic dermatitis 


Plastic bottles of 20 ml. lotion 4% and 1% ROU L 
Tubes of 5G. and 15 G. ointment $%, 1%, and 2.5% 


LONDON N.W.10 
LADbroke 34608 
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MOTORING NOTES 


Preparing for Winter 


By ROBERT NEIL 


THRERE are many modern motorists, not old 
enough to have had experience in the earlier 
days of motoring, who assume that because of 
the modern equipment of the present-day car 
—with such adjuncts as car heaters, windscreen 
washers and anti-freeze solutions—they need 
take no special steps in preparing their car for 
the winter months. This is not so, as even the 
three relatively simple points I have mentioned 
will not give of their best unless they receive 
the attention they deserve. 


ANTI-FREEZE 

For example, some motorists leave their 
radiators filled with anti-freeze at the end of 
each winter, and there is no real objection to 
this as I will explain later, but it is essential 
that the strength of the anti-freeze solution be 
tested at the start of the next winter, otherwise 
there is a danger that the motorist will be living 
in a fool’s paradise. Owing to continual loss 
during the summer months, by evaporation or 
occasional over-filling, the protecting solution 
may have become so weak by the time winter 
comes as to be useless. It is only a moment's 
work for the motorist’s local service station to 
test the strength of the coolant with a hydro- 
meter, and any loss of strength below that 
required for safety can be easily rectified. Some 
motorists are under the impression that it is not 
correct to leave the anti-freeze solution in the 
radiator throughout the summer, having been 
told that it has a corrosive effect on the cooling 
system. This is not true of any of the present 
proprietary brands. It is true that the con- 
stituents of anti-freeze have great percolating 
properties, and will therefore find any incipient 
leak, but this a good thing, as it enables a fault 
to be rectified before it becomes too serious. 
Other motorists, anxious to reduce the costs of 
their motoring, have formed the habit of drain- 
ing the cooling system at the end of the winter, 
and storing the until the following 
winter. This certainly obviates having to pur- 
chase a fresh supply each year, but it should 
be remembered that the drained-off coolant 
must be stored in an air-tight container to 
prevent evaporation, otherwise its strength will 
be reduced to a dangerous level before it is 
next required. 


coolant 


THE RADIATOR 
Because of the efficiency of the average car 
heater, and the fact that the individual motorist 
may be using anti-freeze, there is a feeling that 
there is no necessity to blank off the radiator 


during the winter, as was the general custom 
in earlier years. Admittedly the anti-freeze will 
prevent the coolant, and the contents of the car 
heater, from freezing, but the overall tempera- 
ture of the coolant will be too low for engine 
efficiency, and will only allow the car heater to 
produce slight warmth. If, however, the radiator 
is well blanked off the heater will run at a higher 





That on the left is in- 

tended for mecium-sized cars, with a heat output of 2 kw 

On the right is a new heater, for small cars, with a heat 
output of 1¢ kw 


‘Two recirculatory car heaters 


temperature, and so do its job much better. 
The lower half of the radiator can be easily 
blanked off with a sheet of stout cardboard, and 
it can usually be placed behind the radiator 
grille, where it will not be unsightly. 

Some motorists, who have not got into the 
habit of using anti-freeze in the cooling system 
during the winter, cannot understand why their 
car should sometimes boil, particularly after 
going through a hot summer without this 
trouble. The answer is that if the car is driven 
away immediately after starting the engine the 
rush of very cold air on the lower half of the 
radiator will be sufficient to freeze the water 
inside. This prevents the proper circulation 
of the coolant, with the result that the water 
trapped in the cylinder head gradually reaches 
boiling point. The solution is, of course, to use 
anti-freeze, and blank off the lower half of the 
radiator, or else make certain that the chill has 
been taken off the entire radiator by feeling the 
lower half with the hand; in the interest of 
personal safety this last should not be done with 
the engine running, as it is only too easy for 
clothing to get caught, either by the fan or by 
the fan belt. 
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GREASING 

When greasing the car, or having it greased, 
during the winter it is best to do this work 
little and often. It is worth while during the 
winter to leave any surplus grease which is 
forced out of the bearings, as this protective 
coating will prevent the damp of road dirt from 
being forced into the bearing while driving 
more or less continuously on wet and dirty 
roads. It requires little imagination to appre- 
ciate how much more annoying a puncture 
would be during the worst of winter weather. 
For this reason it is a wise precaution to remove 
the wheel nuts and clean the threads of both the 
nuts and the wheel studs thoroughly, before 
lubricating them with a relatively thin oil. 
Similar attention to the jack will ensure that 
everything works smoothly should a puncture 
be suffered. As it is more difficult to drive a car 
with the required delicacy on ice- or snow- 
covered roads if the controls are stiff, a little 
time spent lubricating all the controls will be 
repaid, particularly all the joints between the 
accelerator pedal and the throttle itself. 


THE WINDSCREEN 

When the weather is very cold outside there is 
a danger that, even with the de-mister running, 
the inside of the windscreen will become badly 
misted. It is worth remembering that the hand, 
er any odd duster, should not be used to clean 
the screen, as the natural oil in the skin or the 
dirt en the duster will make misting up all the 
more of a problem. It is better by far to open 
one of the rear windows slightly to assist in 
getting rid of the vitiated air inside the car. On 
some cars, opening a front ventilator is a dis- 
advantage, as this tends to suck the cooling air 
from the de-mister away from the screen. 


FOG, SNOW AND ICE 
There are one or two other points well worth 
bearing in mind so far as winter driving is con- 
cerned. For example, the moment fog is en- 
countered the windscreen wiper should be 
switched on, as this will prevent the dirt-laden 
moisture from gradually reducing the driver's 
vision even more. In spite of theory it is possible 
to encounter fog while the temperature is 
below freezing point, and for this reason it is 
wise to switch on the defrosting portion of the 
car heater, to reduce the risk of fog freezing on 
the outside of the windscreen. 

Because many drivers, with but little know- 
ledge of how their car works, tend to panic 
under the most severe winter conditions, their 
troubles are made worse. Many times each 
winter I see drivers attempting to restart their 
car on an ice- or snow-covered road, and doing 
almost everything exactly wrong. Because the 
car, fails to move off at their first attempt they 
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give more and more throttle, until both rear 
wheels are spinning gaily, and at the same time 
polishing the ice and making it even slippier. 
When starting on ice or snow the smallest 
possible amount of throttle should be given, and 
the clutch engaged as smoothly and delicately 
as possible. For the same reasons sudden braking 
—bad at any time—should be completely 
avoided when the roads are slippery. It is a wise 
precaution at the start of the winter to have the 
brakes carefully adjusted and balanced, so that 
all four wheels are taking the same share of the 
load of braking. This will reduce the risk of one 
individual brake going on more strongly, and 
perhaps causing a skid. If the motorist has 
taken the normal precaution of changing~ the 
wheels round at 2000-mile intervals to equalize 
wear there should be no worry under that 
heading, but if this has been neglected during 
the year they should be changed round at the 
start of the winter in an effort to have four tyre 
treads in a similar condition before ice or snow 
is to be expected. 

Much of the difficulty every-day motorists 
find when driving on ice is due to lack of con- 
fidence. This causes them to tense up, hold the 





Robert Neil will be pleased to deal with 
any motoring queries submitted by readers. 
These should be addressed to him c/o ‘The 
Practitioner’, 5 Bentinck St., London, W.1. 








steering wheel tighter, and lean forward ner- 
vously. These are the three worst things to do 
when driving on ice, as they will cause the 
driver’s movements to be jerky and uncertain, 
which can be enough under certain circum- 
stances to initiate a bad skid. Should a skid 
occur this nervous tensing will cause the driver 
to close the throttle suddenly with fright, and 
this will cause a sudden transfer of weight from 
the front to the rear wheels, which will imme- 
diately aggravate the lack of adhesion on the 
rear tyres. When driving under such conditions 
it is best to sit well back, and attempt to relax 
as much as possible. At the same time an effort 
should be made to make all movements slow 
and deliberate; a car almost always skids much 
more slowly than it feels, and sudden movement 
of the steering wheel will often cause a skid in 
the reverse direction owing to over-correction 
of the initial one. 

To those drivers who try to avoid using their 
car when the conditions are very bad I would 
recommend some serious practice on a deserted 
stretch of road. If a few experiments are tried, 
on the lines I have suggested, confidence in 
handling the car on ice will soon be sufficient 
to improve the driver’s skill automatically. 
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ADVANGES IN 
PSYCHOTHERAPY 


The clarification of the linkage be- 
tween disturbances of metabolism and 
certain psychological states has made 
possible a new approach in the treat- 
ment of many conditions hitherto 
resistant. Inhibition of activity in the 
enzyme systems concerned in the 
release of energy in glucose oxidations 
is caused not only by narcotics and 
barbiturates but is also associated with 
toxicstates due tosevereinfections. For 
the restoration of normal enzymatic 
activity in cellular tissues, a greatly 
increased concentration of the co- 
enzymes involved is necessary. Vitamin 
B, gives rise to co-carboxylase, nico- 


tinamide to co-enzymes I and II and 

PAR F N TROV ITE riboflavine to factors in the cytochrome 
oxidase system. 

: 3% : It is to supply these essential factors 

j in sufficiently high concentrations that 

n coma, delirium and depression Parentrovite and Orovite have been 

designed and produced. Their use is 

increasing as their effectiveness is 

continuously being demonstrated in, 

for example, depression following 

severe illness, confusional states in 

old people and toxicity from alcohol, 


for maintenance therapy barbiturates or narcotics. 


... thus represent a notable ADVANCE in VITAMIN THERAPY 


GD vin LIMITED, (pert.cys); UPPER MALL, LONDON; W.6 
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In Barbiturate Anaesthesia 





MREEGIMI Dt: 


Brand of Bemegride Registered Trade Mark 


The Barbiturate Antagonist 


Megimide lightens or terminates barbiturate anaesthesia. 


“* Megimide brings about a rapid recovery of conscious- 
ness in patients under light or deep anaesthesia. Its 
greatest value is to reverse the depressant action of 
barbiturate on the respiratory centre. The use of 
Megimide has simplified the post-operative nursing 
of cases anaesthetised with thiopentone. We recommend 
its use in casualty, out-patient and dental surgery.” 

(1956) Med. Proc., April. 


In Morphine Administration 





DAPYPTABZOLE: 


Brand of Amiphenazole Registered T 


rad 


Daptazole permits morphine to be used in large doses for 
the efficient relief of severe pain in medicine and surgery. 


“In the treatment of intractable pain Daptazole per- 
mits the use of large doses of morphine adequate to 
effect satisfactory analgesia without the associated 
production of dangerous and undesirable side-effects. 
Daptazole is an extremely safe drug.” 

(1955) Brit. Med. J., i, 1367 





— 
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Registered Trade Marks 





Megimide and Daptazole administered together intravenously 
ensure safe, quick recovery from barbiturate intoxication. 


“ Treatment with Megimide and Dapta2ole represents 
a radical advance in the therapy of acute barbiturate 
poisoning. Prolonged deep anaesthesia can be abolished, 
and the patient brought into a state of light anaesthesia 
resembling therapeutic anaesthesia, with the same 
insignificant risk.” 

‘ (1955) Lancet, ii, 619. 





A. & G. NICHOLAS rp. 


Ethical Pharmaceuticals 
Buckingham Avenue, Slough, Bucks. 
Telephone : Slough 22381/5 





THE PRACTITIONER 

















Unfortunately, the pursuit of the noble art is 
unthinkable amongst those with even the mildest rheumatic 
distress. But to the uncounted thousands who 
suffer from recurrent ‘ fibrositis,’ ALGrIpAN Balm 
provides the counter-cross to pain. The in-fighting 


qualities of histamine and methyl nicotinate ensure 


penetration well below the skin, inducing an immediate 


capillary and arteriolar dilatation which adroitly 
sidestep the lunges of muscular rheumatism. 


ALGIPAN is available in 40 G. tubes. 


‘ALGIPAN’ Balm 


TRADE MARK 


| Wyeth 


JOHN WYETH & BROTHER LIMITED, Clifton House, Euston Road, London, N.W.: 
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Elastoplast Bandaging Technique 


in the treatment of 
Post-Operative Conditions 


SURGERY is a field in which Elastoplast elastic adhesive bandages are 
widely used with marked success. The illustration shows the ‘ stole’ 
method of applying Elastoplast to the neck after operation in that 
region, ¢.g. thyroidectomy. It is an efficient method of retaining dress- 
ings in position and saves time, trouble and discomfort to the patient. 


SOME OF THE MANY OTHER USES OF ELASTOPLAST IN MEDICAL PRACTICE 


To reduce umbilical and inguinal Support, and control of effusion, 
hernia in children in joint injuries 
* * 
To retain a dressing in position Fixation of empyema tubes, catheters 
on the head and intravenous drips 
* * 
Compression treatment of To close the edges of a gaping 
leg ulcers wound 


Elastoplast elastic adhesive bandages (Porous) B.P.c. are available in 3 yard 
lengths and 2”, 24”, 3” and 4” widths. Prescribable on Form E.c.10, 


Outside the British Commonwealth Elastoplast is known as Tensoplast 


FULL DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY- HERTS 
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Aspirin 


An 











Ulcer 


* Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


“Calcium aspirin does not have this irritant action unless it has deterior- 
ated through standing, and it can be used with impunity, especially if 
prescribed in soluble form. This simple measure would, in our opinion, 
cut down significantly the incidence of hamatemesis and exacerbations 


of ulcer symptoms.” 
British Medical Journal, July 2nd 1955 


SOLPRIN provides calcium aspirin in pure and stable form 
cCoDIS is a compound tablet that provides codeine and 


phenacetin and calcium aspirin, in place of the 
ordinary aspirin m Tab. Codein. Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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Teamwork in surgery 


Behind the small, highly trained 
team in the operating theatre, there 
stands another team, trained for 
different work, but equally pains- 
taking, enthusiastic and accurate. 
This supporting team produces 
the equipment which makes modern 
operative techniques possible. And 
scalpels are an important item of 
this equipment. Every Swann- 
Morton scalpel blade is individually 
inspected, each of the traditional 
shapes identical to pattern, perfectly 
tempered, ground and finished 
Produced in a model factory in 
Sheffield, Swann- Morton blades are 
in growing demand all over the 
world 


Diagnosis: Obstinate 
eczema of the face 
Photograph taken before 
treatment with “ F99."" 


Photograph taken after 
18 weeks’ treatment with 
one “FI” capsule and 
one application of « F999” 
ointment daily. 






















3 types of handle— 
11 traditional shapes of blade 


Order from your usual wholesale: 






W. R. Swann & Co. Lid. Sheffield 6, England anise 


OINTMENT 
CAPSULES 
LIQUID 


ECZEMA 
VARICOSE ULCERS 
FURUNCULOSIS etc. 


It has been shown beyond question by 
large scale serum-lipids studies that a 
ood proportion patients suffering 
rom intractable skin conditions have a 
deficiency of the essential fatty acids. It 
is not possible to carry out these studies 
in mpeg ones but any patient with 
eczema or furunculosis who fails to re- 
spond to symp should 
most certainly be tried with essential fatty 
acids “F99."" A high proportion of these 
patients will be ate pene 
In gravitational ulcers. J. = the skin is 
“under-nourished,”” the application of 
additional essential! fatty acids rarely fails 
to heal the wound 


Literature on request 





INTERNATIONAL LABORATORIES LTD., Dept. PR40, 205 HOOK ROAD, CHESSINGTON, SURREY 
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They’re new 
TRIPLE ANTIBIOTIC TROCHES 





Each troche contains three potent antibiotics—Zinc Bacitracin, Polymyxin 
B Sulphate, and Neomycin Sulphate. 

These in combination are highly lethal to many of the organisms of the 
mouth and throat that may cause tonsillitis, pharyngitis, stomatitis and 
gingivitis. 

Streptets are indicated for the local treatment of superficial oral 
infections and as a prophylaxis against secondary infection in dental and 
oral surgery. 


Streptets are supplied in bottles of 20 troches 
C.18. Silver spatula used 
re as tongue depressor. From a 


catalogue in the Welicome 
Wyeth 
The word * Streptets’ is a registered trade mark o> j 


John Wyeth & Brother Limited, Clifton House, Euston Rd., London, N.W.1 





Historical Medical Museum 





. . « do you prescribe an external wedge on the shoes? 


BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other 
children’s. 

Surely it’s more logical to have a wedge built-in 
between the inner and outer sole—invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 
solution to this problem. 

Information from Mr. W. J. Peake, James Southall & Co, Lid., 
Crome Road, Norwich. 





Invisible Wedge Shoes by START-RITE 
(who make the finest children’s shoes of all types) 
Inneraze Shoes are supplied only against medical prescription 
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in the chronic worrier 





DRINAMYL 


produces a mood of calm composure 


Anxiety, apprehension or depression may 
cause or complicate a multitude of ills. 
An encouraging smile or a verbal pat on 
the back may help some patients to dis- 
miss a baseless worry. But the chronic 
worrier needs more than encouragement if 
the troubles that shadow her life are to 
be met resolutely. *Drinamyl’ produces 
the peace of mind that such patients so des- 
Drinamy| for perately need. Smoothly and unobtrusively 
emotional tension is eased: harassment 
and anxiety give place to calm composure. 


he assed we. , 
the harasse The patient's competence to cope. with 
problems is restored, and the response to 
patient treatment improved. 
*DRINAMYL’ TABLETS *DRINAMYL SPANSULE’* SUSTAINED RELEASE CAPSULES 


@) Smith Kline & French 
represented by Menley & James, Limited, London S.E.5 
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@ wa ' ‘ ae 
“-~ THE GREATEST RANGE 





Length of experience, Breadth of organisation and 
—_ Height of aspiration have provided a range of Infant 
Milk Foods to deal with almost every feeding problem. 
It has always been our policy to co-operate with Pxdia- 
tricians both at home and overseas, and many of our 
Special Foods have been made at their instigation. 

If you have any feeding problems, we shall be only too 
happy to give you any possible help, by discussing pro- 
duction of additional special foods. 

Full details of all our products, with analyses and indications, are given in our Medical 
Handbook, obtainable on request from the Medical & 
Research Department, Cow & Gate House, Guildford. 
CLINICAL SAMPLES will also be sent. 


THE HIMALAYAS 








GUILDFORD SURREY 
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, GUTTILIN 


AUTOMATIC DROPPER TUBE 
(BENGUE PATENT) 

A 10%, SOLUTION OF CHLORAMPHENICOL IN PROPYLENE 

GLYCOL (5 c.c.) IS NOW AVAILABLE IN THIS IDEAL 
CONTAINER AND DROPPER 


This glass tube prevents contamination of the 
solution, maintains its stability and therapeutic 


















A large range of 
Ophthalmic, 

Aural and Nasal 
solutions are 
available and a 


action indefinitely and facilitates the application rn me 
drop by drop. Solutions in Guttilin Tubes a 

d obtained on 
require no sterilisation before use, are most request 


convenient to the Practitioner, and also to 
Patients for persona! application of drops when 
prescribed by the Physician. 





BENGU E & co. LTD. Manufacturing Chemists 


MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDLESEX 





ELASTIC 
NET BANDAGE 





LASTONET PRODUCTS LTD, CARN BREA, REDRUTH, CORNWALL @13 
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Vitamins in psychiatry 





Vitamin deficiencies can result in frank psychiatric disorders; the 
dementia of pellagra is the classical example of this effect. Less well- 
defined deficiencies, particularly of the vitamin B group, are occasionally 
associated with other psychiatric conditions, such as the mental sequelz 
of virus infections, heavy barbiturate sedation or continuous clinical nar- 
cosis. While acute deficiencies are treated by parenteral administration 
of massive doses of vitamins, increased oral intake is a more convenient 
form of long-continued maintenance therapy. 


Marmite yeast extract has been found particularly valuable in the 
treatment of nervous conditions associated with vitamin B deficiency. It 
supplies all known factors of the vitamin B complex in a palatable form. 
Marmite is easily administered, as it can be readily included in the diet. 


MARMITE ............. 


yeast extract 


MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE LONDON E.C.3 
5609 








GENERAL AND CARDIAC SEDATIVE 


NATISEDINE 


Tablets 0,1 gm. Phenylethylbarbiturate of Quinidine 
(Bottles of 20 and dispensing packs of 100.) 


INDICATIONS 


Anxiety states - Insomnia - Nervousness - Distress 
Palpitation - Premature beats. 


Cases resistant to other sedatives. 


LABORATORY NATIVELLE Led. 
74-77 White Lion St., LONDON, N.! 18-19 Temple Bar, DUBLIN 
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THe CHILDREN’S DOCTOR must choose his 
drugs with care, and therefore it must 
be of considerable help to him to know 
that many authorities have described 
‘Sulphamezathine’ as the best sulphon- 
amide for use when 
THE CHILDREN’S DOCTOR treating children. Com- 
bining high potency with low toxicity, 
and possessing a wide range of action, 
‘Sulphamezathine’ can be used wher- 
ever sulphonamide therapy is indicated. 
The drug is well tolerated, and a 
palatable suspension has been specially 
prepared for children. ‘Sulphamezathine’ 
is undoubtedly the drug of choice for 

the children’s doctor. 


‘SULPHAMEZATHINE’ 


Suiphadimidine 6) Trede Mark 
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IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, WILMSLOW, CHESHIRE 


a) 











Ph.633 A rubsidiary company of /mperial Chemical Industries (im i 
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*“The time has come” 





.... the doctor said 


“ To talk of many things 

Of coughs. and hacks —and tossing nights 
Of eyes with purple rings. 
And why the throat is raspy hot 
And whether coughs have wings.” 


With apologies to Lewis Carroll 


The time has definitely come to talk of Lipect, for Lipect is not just 
another ‘ new remedy ’. It is a carefully balanced combination 
of the powerful and safe cough suppressant, pholcodine with the 
antihistaminic, antazoline hydrochloride and the expectorant ipecacuanha. 
Lipect not only relieves ineffectual hacking but will also control allergic 
bronchospasm and stimulate expectoration. In addition, it is pleasantly 


flavoured, a feature that makes it readily acceptable to young and old alike. 


ee meee Cough Elixir 
Supplies : Bottles of 4 fi. oz. 
eh 


The word * Lipect’ is the registered trade mark of 


JOHN WYETH & BROTHER LIMITED 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.!1 
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.-- the virtues of 
LUCOZADE 


It is realised that the doctor judges Lucozade from 

























two viewpoints. He agrees with its use in the 
sickroom. He also, personally, finds it a most 
palatable drink. This palatability of Lucozade 
provides a long-sought answer to a long-standing 
problem . . . acceptability. The subtle balance 
between flavour, sparkle and liquid glucose 
content provides nourishment in a form 
acceptable even to the feeblest digestion ; 
nourishment retained and assimilated. 
Doctors have been kind enough to tell 

us of many conditions which have 
responded favourably, quickly, to 
Lucozade. Bedside lockers bear 
testimony to the confidence it 
inspires, And many doctors 
have discovered for them- 
selves the virtues of a 
glass of Lucozade 
when they return alter 


a hard round of work. 


LUCOZADE 


the sparkling glucose drink 


OST ENERGY 
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New, easy-to-take, 
two-in-one tablet 





for the prompt and 
prolonged relief of 
ASTHMA 


ISO-BRONCHISAN Offers a fresh approach to the problem of effective asthma 
control. The tablets, which are pleasant to take, have a coating containing 
easily dissolved Isopropyl-Nor-Adrenaline, a most potent bronchodilator, 
which, when absorbed by the sublingual route, produces the prompt 
relief of bronchospasm. The rest of the tablet, when swallowed, releases 
Ephedrine and Theophylline in balanced proportions and these, slowly 
absorbed along the alimentary tract, ensure long sustained antispasmodic 
action on the bronchial smooth muscle. 


ISO-BRONCHISAN 


Prescribable on Form E.C. 10. 


Each tablet contains Isopropyl-Nor-Adrena- 
line (Isoprenaline) sulphate gr. }; Ephedrine 
hydrochlor gr. 2/5; Theophylline gr. 2. In 
tubes of 20 tablets and bottles of 100 tablets. 





SILTEN LIMITED * SILTEN HOUSE * HATFIELD © HERTS © ENGLAND 
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following vaginal plastic procedures 
in routine postpartum care 
in bacterial vaginitis and cervicitis 


x Sulphathiazole N'Acetylsulphaniiamide N Benzoyisulphan:iamide 
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TAMDAX encourages women to lead a 


normal life during the 
brings a higher standard of 
increased personal 


Professional samples and 
literature will gladly be 
hygiene, and supplied by Medical Dept., 


comfort (elimination of Tampax Lid., Belvue Road, 
chafing, belts, pins and pads) which results in Northolt, Greenford, 


a greater sense of physical and mental freedom. Middlesex. 


monthly period. It 





SANITARY PROTECTION WORN INTERNALLY 
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CONTENTS 


GENERAL CONSIDERATIONS 
Conventional Treatment 
Indications for Cortisone 
Treatment 
Patient and Doctor 





SEVERE ASTHMA 
(STATUS ASTHMATICUS) 
Emergency treatment 
Normal treatment 


CHRONIC ASTHMA 
The acute attack 


Maintenance treatment 
Long term treatment 


SIDE EFFECTS 
Physical Signs 
Metabolic Effects 
Other Effects 

GONTRA-INDICATIONS 

ASTHMA IN CHILDREN 


HAY FEVER 


SUMMARY 
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... a gutde to the use of 
cortisone 1n the treatment 
of asthma 


Because of its powerful anti-allergic and anti- 
inflammatory effects cortisone is of great value 
in the treatment of asthma. The best methods of 
using it are fully discussed in this new Glaxo 
publication. Comprehensive, but to the point, 
the book is a very useful ready-reference guide 
for the busy practitioner. 

Just send us a signed card marked “‘Asthma Book”’ 
and we shall be pleased to post you a copy free 


of charge. 


CORTELAN | EF-CORTELAN 


(cortisone Glaxo hydrocortisone Glaxo 


GLAXO LABORATORIES LTD.., 
GREENFORD, MIDDLESEX. BYRON 3434 
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TMRAL THERAPY 


THE effective ORAL PENICILLIN 


Reports prove that Penicillin-V will give clinical results 
comparable with parenteral penicillin. 

The oral route is time-saving and painless. 

Blood levels are higher and more prolonged than with other 

oral penicillins. Penicillin-V is unique in that 

it is unaffected by the action of gastric acid. Whenever penicillin 


is indicated, Pencillin-V is the product of choice. 






The average dose is one 125 mg. capsule four times daily, 


increased in severe infections. 


HNICILLIN-V Lilly 





AMY LIMITED BASINGSTOKE HANTS 
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COMBAT BOTH 
GRAM-NEGATIVE 
& GRAM-POSITIVE 
ORGANISMS 

IN THE 

TOPICAL 
TREATMENT OF 
SORE THROAT 


‘Tetrazets’ 


THROAT LOZENGES 


The triple antibiotic action of Bacitracin, Tyrothricin 
and Neomycin, plus the soothing effect of the analgesic 
Benzocaine, makes ‘ TETRAZETS’ Lozenges 

ideally suited for the local therapy of certain mouth 
and throat irritations which may be due to 
susceptible gram-positive and gram-negative bacteria. 
Supplied in vials of 12 lozenges. 


Literature on this significant new product will gladly be supplied 
on request. 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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Patients who suffer from 
obesity usually have an 
excessive desire for food 
They live to eat. Of course 
they want to lose weight. 
And they do try. But their 
love of food, their hunger 
pangs. and their lack of will 
power are all too great. These 
are the patients PRELUDIN can 
really help because it does not 
destroy the taste for food, does 
not demand a Spartan dict, 
but does allow the patient to 
eat most foods yet still lose 
weight because the appetite 
is satisfied sooner 









Satisfied sooner. . - 


Pre.upIn is a powerful appetite 
controlling agent. It acts quickly 
and effectively —without risk 
by restraining the patients’ 
appetite. It strengthens adherence 
to a prescribed dict. It breaks the 
psychogenic overeating habit. And 
it enables the patient to lose weight 
safely and without mental strain 
PRELUDIN, in recommended 
dosage, does not raise the blood 
pressure, and does not create 
excessive mental stimulation. It is 
the prescription of choice in all cases 
of obesity—especially those with 
cardiovascular disorders— because 
it reduces the risk of reducing. 






















-.- Shedding stones safely with 


PRELUDIN 


brand of 2-pheny!-3-methyl-cetrahydro-! 
4oxatine-hydrochioride 


the appetite controlling agent 
that makes dieting easier 


Manufactured and Distributed in England by Pfizer Lid., Folkestone, Kent, for 
C. H. Boehringer Sohn, Ingelheim am Rhein 


Registered proprietors of the Trade Mark. © Regd. Trade Mark 
¢, ri é 
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the intranasal route 


a logical approach 





Instilled intranasally, ‘Sulfex’ deposits a fine, even frosting 
of microcrystalline sulphathiazole throughout the naso 
pharyngeal cavity. Unlike solutions, this bacteriostatic 
coating is not quickly washed away: it clings for hours to 
the inflamed mucosa wherever ciliary action is impaired by 
infection. Bacteria in the post-nasal drip are inhibited beforc 
they reach the nasopharynx to intensify the infection. 

Part of the suspension drifts down over the nasopharynx and 
pharynx, producing potent, long-lasting bacteriostasis just 
where it is needed most—at the site of infection in the throat 


S u fe x @ suspension of microcrystalline sulphathiazole 
highly effective in sore throat 


@ Smith Kline & French represented by Menley & James, Limited, London $.E.+5 
SXPIO6 
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effective in mental] disturbances ranging from the Psychoneuroses to 
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Approved name 


ACETAZOLAMIDE 


ACINITRAZOLE 
AMINOMETRADINE 


BENACTYZINE 


BUCLIZINE 
BUSULPHAN 
BUTHALITONE SODIUM 
CARBUTAMIDE 
CHLORAMBUCIL 
CHLOROTRIANISENE 


CHLORPHENIRAMINE 


CYCLIZINE 
CYCLOCOUMAROL 
DIACETYLNALORPHINE 
DIPIPANONE 

EDETIC ACID 
FORMINITRAZOLE 


HALOPYRAMINE 


HYOSCINE METHO- 
BROMIDE 


LEVORPHANOL 
MEPHENTERMINE 


MEPROBAMATE 





APPROVED NAMES 


The following is a list of the approved names which have been issued by the British 
Pharmacopeia Commission since December 1955. 

Approved names are devised or selected by the British Pharmacopeia Commission, and 
the intention is that if any of the drugs to which these approved names are applied should 
eventually be described in the British Pharmacopaia the approved name should be its 
official title. The issue of an approved name does not imply that the substance will necessarily 
be included in the British Pharmacopeia or that the Commission is prepared to recommend 
the use of the substance in medicine. 


Description 
2-Acetamido-1 ; 3 : 4-thiadiazole-5- 
sulphonamide 
2-Acetamido-§-nitrothiazole 
1- Allyl-6-amino- 3-ethyl-1 :2:3:4- 
tetrahydropyrimidine-2 : 4-dione 
2-Diethylaminoethyl benzilate 


1 -(4-tert.-Butylbenzyl)-4-(4-chloro- 
a-phenylbenzyl)-piperazine 
1 :4-Dimethanesulphonyloxybutane 
Sodium 5-allyl-5-isobutyl-2-thiobar- 
bituric acid and anhydrous sodium 
carbonate in the proportion 100 :6 
N-Butyl-N’-sulphanilylurea 
y-p-Di-(2-chloroethyl) aminophenyl- 
butyric acid 
Tri-(p-methoxypheny]l) chloroethyl- 
ene ; Tri-p-anisylchloroethylene 
1-p-Chlorophenyl-3-dimethylamino 
-1-2'-pyridylpropane 


1-Methyl-4-2-phenylbenzylpiper- 
azine 

5’: 6’Dihydro-6’methoxy-6’-methyl 
-4'-phenylpyrano-(3’: 2’-3 : 4) 
coumarin 

Diacetyl-N-allyinormorphine 

4:4-Diphenyl-6-piperidinoheptan 
-3-one 

Ethylenediamine tetra-acetic acid 

2-Formamido-5-nitrothiazole 

N-p-Chlorobenzyl-N’N’-dimethyl-N 
-2-pyridylethylenediamine 

(-)-Hyoscine methobromide 


(-)-3-Hydroxy-N-methylmorphinan 
N:a@ : a-'Trimethyl-8-phenylethyl- 


amine 
2-Methyl-2-propyl-1 : 3-propanediol 
dicarbamate 


Other names 
Diamox 


Trichorad ; Tritheon 

Mictine 

Cevanol, Lucidil, Nutinal and 
Suavitil are the hydro- 
chlorides 


Longifene and Vibazine are 
the hydrochlorides 


Myleran 
Transithal ; Ulbreval 


BZ 55; Invenol; Nadisan 
Leukeran 


Tace 


Chlorprophenpyridamine ; 
Chlor-trimeton and Piriton 
are the hydrogen maleates 

Marzine is the hydrochloride 


Cumopyran 


Piperidylamidone ; Pipadone 
is the hydrochloride 

EDTA; Versene 

Aroxine 

Synopen is the hydrochloride 


Methscopolamine bromide ; 
Scopolamine methobro- 
mide; Pamine 

Levorphan; Dromoran is the 
tartrate 

Mephine 


Equanil; Mepavion; Mil- 
town 
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Approved name 
MERCAPTOPURINE 
METHOXYPHENAMINE 


METHYPRYLONE 
NICOUMALONE 
NITROFURANTOIN 
NYSTATIN 


PHENOXYMETHYL- 
PENICILLIN 


PHENSUXIMIDE 
PIPEROXAN 
PIPRADROL 
PREDNISOLONE 


PREDNISONE 


PROBENECID 
PROMETHCSTROL 


PROPYLHEXEDRINE 
PYRIDOSTIGMINE 


SODIUM CALCIUM- 
DETATE 
SODIUM DIATRIZOATE 


SPIRAMYCIN 


STREPTODUOCIN 


SULPHAN BLUE 


TOLBUTAMIDE 
TRIMETAPHAN 
VERAZIDE 
ZOXAZOLAMINE 


CXVI 


THE PRACTITIONER 


Description 
6-Mercaptopurine 
1-0-Methoxyphenyl-2-methylamino- 
propane 

3: 3-Diethyl-5-methylpiperidine-z2 : 4 
-dione 

3-(2-Acetyl-1-p-nitrophenylethyl)-4- 
hydroxycoumarin 

1-(5-Nitro-2-furfurylideneamino)- 
hydantoin 

An antibiotic produced by Strepto- 
myces nourset 

A biosynthetic penicillin formed by 
fermentation, with suitable pre- 
cursors, of Penicillium notatum 

N-Methyl-a-phenylsuccinimide 

2-Piperidinomethylbenzo-1 :4-dioxan 

Diphenyl-(2-piperidyl) methanol 
'-dehydro-hydrocortisone ; 
Pregna-1 : 4-diene-118 ; 17a: 21- 
triol-3 : 20-dione 


, !-dehydrocortisone ; 
Pregna-1 : 4-diene-17«; 21-diol-3 : 
11: 20-trione 


p-(Di-n- propylsulphamoy]) benzoic 
acid 

3:4-Di-(4-hydroxy-3-methylphenyl) 
hexane 

1-cycloHexyl-2-methylaminopropane 

3-Dimethylcarbamoyloxy-1-methyl- 
pyridinium 

Calcium chelate of the disodium salt 
of ethylenediamine tetra-acetic acid 

Sodium 3: 5-diacetamido-2 : 4: 6-tri- 
iodobenzoate 

An antibiotic produced by Strepto- 
myces ambofaciens 

A mixture of equal parts of dihydro- 
streptomycin sulphate and strepto- 
mycin sulphate 

Sodium salt of 4 :4’-di(diethylamino)- 
4” :6”-disulphotriphenylmethanol 
anhydride 

N - Butyl - N’ - toluene - p - sulphonyl- 
urea 

4: 6-Dibenzyl-5-oxo-1-thia-4 : 6-diaza 
-tri-cyclo[6 :3 :o :0°:7] undecanium 

1-isoNicotinyl-2-veratrylidenehy- 
drazine 

2-Amino-5-chlorobenzoxazole 


Other names 
Puri-nethol 
Orthoxine 


Noludar 
Sinthrome 
Furadantin 
Mycostatin 


Penicillin V; Penicillin 
V, Lilly; Distaquaine V 


Milontin 


Meratran isthe hydrochloride 


Codelcortone; Delta-cortef; 
Delta-cortril; Delta-stab; 
Hydeltra; Metacortandra- 
lone; Meticortelene; Pre- 
nolone 

Decortisyl; Deltacortone; 
Deltra; Deltasone; Meta- 
cortandracin ; Meticorten ; 
Ultracorten 

Benemid 

Metheestrol 


Benzedrex 
Mestinon is the bromide 


Hypaque 
Rovamycin 


Combistrep ; Dimycin; Mix- 
tamycin 


Orinase ; Rastinon 


Arfonad is the (+)- 
camphorsulphanate 


Flexin 
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SILICONE 
VASOGEN 


The ONLY UNDILUTED* SILICONE-EMULSION 
Contains 20°, POLYDIMETHYLSILOXANE 


On application, the emulsion breaks down leaving an 
unbroken, non-greasy but water repellent film of silicone, 
*undiluted by other oils or fats. 





The extensive use of Silicone Vasogen in Hospitals' to 
control bedsores (and to save nurses’ time on ‘back 
rounds’) is a large scale example of its capacity to protect 
skin from irritants contained in water, aqueous liquids, 
body fluids, exudations, etc. 


Silicone Vasogen has been used with success in a large 
range of skin conditions, from the humble but trouble- 
some napkin rash* and sore nipples to colostomies and 
the skin around supra pubic wounds generally. 


IN 20 gm TUBES AND 500 gm JARS 


Samples are available for clinical trial 


LACTAGOL LTD. 


421 LONDON ROAD - MITCHAM - SURREY 


1 British Medical Journal, March 10, 1956. 
2 British Medical Journal, May 19, 1956. 
“The Principles and Practice of Surgical Nursing”. 
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Stress 





Peptic Ulcer 
personality ? 


Is there a “peptic ulcer 
personality”? Present opinions are 


conflicting, and its existence 
cannot therefore be a ted as fact. 
Nevertheless, the following are 
mentioned more frequently 

by various authorities* as being 

the most common traits of 














In the preventative treatment of these 

disorders, the ental importance 

of the simple psychotherapy which the 
General Practitioner is so well placed 
to dispense is beyond dispute. Yet he, 
himself, generally the need 
for a more material adjunct; a tonic 
and restorative which will assist the 
nervous system as well as the 
organism as a whole. 


tients 
with peptic ulcer. 
Anxiety Drive Conscientiousness 
Worry Hostility Ambition Persistence 
Meticulousness Tension Resentfulness 
Alertness Intelligence 


THE BUSINESS EXECUTIVE 
Although many of these character traits 
may naturally be discovered in the 
business executive, it does not necessarily 
follow that he will have peptic ulcer. 
But, because of the continual emotional 
strain attendant upon his position, the 
business executive would therefore seem 
more than usually prone to stress, 
and its various ensuing manifestations. 


Sanatogen is an active nutrient toni., 
and the choice of many physicians 
in such circumstances. It contains 
95°, casein and 5%, sodium 
a gee pee because of its 
igh nutrient and restorative effects 
on the nervous system, it can be 
recommended with assurance when- 
ever a tonic is indicated, whether 
in general or mental asthenia, 
or in any condition of stress. 


*A.M.A.Arch. Intern. Med. (1955). 96, 32. 


Sanatogen 


THE HIGH PROTEIN TONIC 








The word ‘Sanatogen’ is a registered trade mark of Genatosan Limited, Loughborough, Leics. 
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* Cestra Mask 


FOR SURGEONS AND NURSES 


+ 












Bacteriologically 4 
tested and 
specially designed 
for the 
prevention of 


4 


droplet infection 


After many bacteriological experiments this mask 

designed to arrest a!! droplets from the mouth and 

and 30 to prevent contamination during operation. The 

“Cestra” Mask consists of four layers of fine 

gauze. it fastens securely under the chin, has an air 

at the sides, is comfortable to wear for long periods and 
may be easily sterilised. 


Obdtainable from Chemists and Medical Stores 


MADE BY ROBINSON & SONS LTO. 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2105 


London Office: King's Bourne House, 229/23! High Holborn, 
London, W.C.i. Tel. Holborn 6383 


Manufacturers of all kinds of Surgical Dressings 


THORIUM X 


In Varnish, Ointment 
or Alcohol 

In general use throughout the 
United Kingdom, in yy + 
and the mmonwealth for 
the treatment of 

Psoriasis, Eczema, 
Seborrheea, Lupus 
Erythematosus, Nevi, 
Acne Cheloid, Alo- 

pecia Areata, etc. 


DERBY 
LUMINESCENTS LTD. 


11/12 ST. SWITHIN’S LANE 
LONDON, E.C.4 














Supplies in U.S A. obtainable from: 
Messrs. FLEISCHMAN BURD & Co. Inc., 
48th STREET 


22 WEST . 
NEW YORE 56, N.Y 



















Canned strained foods set 
a mothers mind at rest 


As you know, some mothers are worried when 
you advise early mixed feeding for baby. ith so 
many other things to do, the difficulty of eLtain 
ing and preparing a variety of fresh foods seems 


almost insuperable. But Heinz Strained Fouis 
solve the mother’s problem and make it easy for 
her to follow your advice. 

Furthermore, Heinz Strained Foods are better 
for baby than many home-prepared foods. Hein: 
get their vegetables and fruits straight from farms 
And the special Heinz cooking an! straining 
equipment preserves the maximum goodness. 

So with 19 really nourishing varietics to choose 
from, it’s easy for mother to give her baby the 
varied diet you recommend. 

For a FREE booklet giving the nutrient values 
of all 19 varieties of Heinz Strained Foods, 
please write to Dept. 7R, H. J. Heinz Company 
\td., London N.W.10. 


“HEINZ 
Strained Foods 


SOUPS - MEAT RROTHS * VEGETABLES - SWEETS - CEREA! 
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Anew ali: inflammnatory 
and arili-pruritic agent 





BIOSONE G.A. OINTMENTS contain 2% of the derma- 
tologically active isomers of Glycyrrhetinic Acid which, 
when applied to the skin, has an action resembling that of 
HYDROCORTISONE (B.M.j. Dec. 1955, p. 1501) 

+, coon 








| 


Hydrocortisone 


Glycyrrhetic Acid 
Glycyrrhetinic Acid 


Available in SPECIALLY FORMULATED BASES which| 
take into account the sensitive nature of G.A.:— 


BIOSONE G.A. OINTMENT (GREASY) 
BIOSONE G.A. Ointment (NON-GREASY) 
BIOSONE G.A Ointment with NEOMYCIN 

PREELY PRESCRIBABLE ON E.C.10. | 


BIOSONE G.A. is INEXPENSIVE by comparison with 
Hydrocortisone and no systemic or local reactions have | 


been reported. 


BIOSONE G.A. OINTMENTS| 


The FIRST CHOICE in the 
treatment of DERMATOSES 


Pack: 25 gm. tubes 
Semples and Inerature available on request. 
Distributed by 


= 
BIOREX®S 


(MARKETING) LTD. 
Research and manufacture by BIOREX LABORATORIES LTD., 
47/51 Exmouth Street (Mkt.), Rosebery Avenue, London, E.C.1 
Telephones: TERminus 9494, 5216/8 











The safest and best 


preparation of opium 





Nepenthe contains all the constituents of opium 

has been prescribed for over 100 years. Ic 
has been found by generations of Practitioners 
to be the best preparation of Opium as it does 
not cause the unpleasant after-effects usually 
attributed to opiates. It can be given over a 
considerable period and the effect remains 
invariably constan. 


Packed in 2oz., 4-0z., 8-oz. and 16-oz. bottles 
and for injection in }-oz. rubber-capped bottles, 
sterile, ready for use. 


NEPENTHES 


FERRIS & COLTD 









BRISTOL 





RHEUMATISM 


and kindred ailments. 


Harrogate, the largest Spa in Great Britain, 
is actively engaged in providing all types 
ical treatment in connection with 
the diseases and all types of 
physical rehabilitation. Extensive altera- 
tions have taken ploce, including the 
ipment of the establishment with DEEP 
POOL THERAPY, medical gymnastic facili- 
ties and occupational therapy. 


HARROGATE SPA 


Treats both private patients under its 
All-inclusive Treatment Scheme, and 
National Health patients. 


Medical enquiries as to cost, and how free 
treatment under the National Health Service 
can be obtained, will be welcomed by— 


C. ROBERTS, MANAGER SECTION 3 


The Royal Baths 
HARROGATE 
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Milk-alkali drip 


therapy without a tube 


NULACIN 





The most effective control of gastric 
acidity is by milk-alkali drip therapy; 
the most convenient way of obtaining 
milk-aikali drip therapy is by suck- 
ing Nulacin tablets. 

Thus, Nulacin is of great value in 
the treatment of peptic ulcer in the 
ambulatory patient, and in the pre- 
vention of ulcer relapse. 

Nulacin tablets are prepared from 


to dissolve slowly in the mouth, 
control of gastric acidity can be 
achieved. Up to three tablets an 
hour may be required to give con- 
tinuous neutralization of the gastric 
contents. 

Nulacin tablets are not advertised 
to the public, have no B.P. equiva- 
lent, and may be prescribed on 
E.C.10. The dispensing pack of 25 
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tablets is free of Purchase Tax. 
(Price to Pharmacists is 2/-.) Also 
available in tubes of 12. 

Nulacin is available throughout 
the British Commonwealth, in the 
U.S.A. and in many other countries. 


whole milk combined with dextrins 
and maltose, and incorporate Mag- 
nesium trisilicate 3.5 grs; Magnesium 
oxide 2.0 grs; Calcium carbon- 
ate 2.0 grs; Magnesium carbonate 
0.5 grs; Ol. menth. pip. q.s. Their 





shape, size and consistency are It is known as Nulactin in Canada 
such that, when they are allowed and Sweden. 
BIBLIOGRAPHY: 


The Control of Gastric Acidity. Brit. Med. J. 26th July, 1952, 2: 180-182. 
Medical Treatment of Peptic Ulcer. Med. Press 27th February, 1952, 227: 
195-199. Notes on Remedial Agents. Med. Rev. September, 1952, 4€: 162. 
Discussion on Peptic Ulceration. Proc. Roy. Soc. Med. May 1953, 46: 354. 
The Effect on Gastric Acidity of “ Nulacin” tablets. Med. J. Aust. 28th Nov- 
ember, 1953, 2: 823-824. Control of Gastric Acidity by a New Way of Ant- 
acid Administration. J. Lab. Clin. Med. 1953, 42: 955. Further Studies on 
the Reduction of Gastric Acidity. Brit. Med. J. 23rd January, 1954, 1: 183- 
184. Clinical Investigation into the Action of Antacids. The Practitioner July, 
1954, 173: 46. Management of Peptic Ulceration in General Practice. Med. 
World December, 1954, 81: 591-601. Ambulatory continuous Drip Method 
in the Treatment of Peptic Ulcer. Amer. J. Dig. Dis. March, 1955, 22: 67-71. 
Notes on Remedial Agents. Med. Rev. October, 1955, 49: 142. Antacids in 
Peptic Ulcer. The Practitioner, January, 1956, 176: 103. 











Samples available on request 
HORLICKS LIMITED 
Pharmaceutical Division, Slough, Bucks 
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In anxiety 

States... 

... three-fold 
effective 
therapy 


Anxine Tablets provide the complete 
symptomatic treatment of anxiety states 
by improving mood and increasing con- 
fidence, by inducing gentle sedation and 
allaying anxiety, and by securing the 
optimal degree of muscular relaxation. 


Although each of the three components 
of Anxine Tablets, dexamphetamine sul- 
phate, cyclobarbitone and mephenesin, 
makes an important contribution to the amelioration of the symptoms of 
anxiety states, none is adequate alone. It is only when they are combined, in 
the form of Anxine Tablets, that maximum control of symptoms is achieved. 





Anxine Tablets are indicated in the treatment of anxiety states, psychoneuroses 
and psychosomatic disorders. Anxine will produce rapid improvement in 
cases where mental or emotional tension is an important factor, in depression 
and neurasthenia, and in those patients suffering from the many ill-defined 
anxieties and fears which can so profoundly and adversely affect general health. 


ANXINE 


Each tablet contains : 

DEXAMPHETAMINE SULPHATE 25 mg. 
CYCLOBARBITONE 35 mg. 
MEPHENESIN 120 mg. 
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A Benque - Bailly Product 






GROMIDIN  ‘ereys 





Each contains 0.25 mg. of PURE GRAMI- ) POSOLOGY : 
CIDIN, an antibiotic of microbial | $ to 10 tablets per day, 
origin in crystalline form, which is active | allowing them to dis- 
on most pyogenes germs, taking | solve slowly in the 

the Gram coloration. | , 
GROMIDIN Tablets cause neither | PACKING: 
irritation nor allergic effects. GROMIDIN | Tin of 25 tablets 
is indicated in the treatment and | 
© prophylaxis of rhinopharyngeal, laryngeal, | PRICE: 3/6 per tin 
buccal and dental affections. Also Samples and literature 
in bronchitis. | on request 


STS | 


BENGUE & CO. LTD., Manufacturing Chemists 


MOUNT PLEASANT : ALPERTON WEMBLEY ' MIDDLESEX 














ACCEPTED > 


DALMAS 


PRODUCTS 


for the ulcerated leg 


LESTREFLEX Diachylon Elastic 


a The plaster is innocuous to newly et org . 
for tissue cells and leucocytes. It may be a + : mot 

used on sensitive patients with a minimum of : a 

risk of plaster idiosyncrasy, and in cases where 
an occlusive and undisturbed type of 
dressing is indicated. Lestrefiex is also 
available with strip ventilation, assur- 
ing acration to the wound. 


DALZOBAND An Unna's paste type 


bandage, always moist, always ready to use. 
There are five varieties, all conforming to the 
specifications of such bandages in the Drug [his new booklet describing 
Tariff. The medicaments are. zinc paste: zinc ‘the ambulatory treatment of 

and ichthammo!l 2%,: zinc paste with slceration of the leg is now 








urethane 2°, and ichthammo!l 2°: zinc paste available and will be sent to 
with urethane 2%, and calamine 5.75%: zinc members of the medical pro- 
paste with coal tar 3". fession on request. 


DALMAS LTD LEICESTER & LONDON TELEPHONE LEICESTER 23861-8 
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I 
FIRMNESS ----- ane 















1 

| ‘OLYMPIC’ Hose *SURGYLON’ 
l —For severe vari- Hose — for 

| cosities and sprains. early and 

" Made from stout or mild varices. 


Two-way 
stretch elastic 
net stockings in 

fine, open mesh 
nylon fabric—light, 
well ventilated, 


fine thread in a 
COM FO RT knitted fabric incor- 
porating elastic yarn. 
The only one-way- 
stretch elastic hose 
with a fashioned 


a a an ‘am es oe on oe ol 






insert. inconspicuous. 
! Both 
prescribable 


| Manufactured by Everlastic Ltd. for 
FASSETT & JOHNSON LTD., 86 CLERKENWELL RD., LONDON, E.C.! 


YOU 


should bank with the 


| 
WESTMINSTER | 
- | 


under the N.H.S., 








| 
| 





_) Wm looking 
forward 
to a good 

night’s sleep 
4 





| 
| 





sleep sweeter 


i3 Bourn-vita 


Made by Cadburys 


English bank to prepare 
a detailed machined state- 


The only country-wide | 
| 
ment for all its customers | 























WESTMINSTER BANK LIMITED | 
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du MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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| see the rheumatism boys 
now say it's as good as cortisone.” 


“Yes, but nobody yet seems 
to know how it works 
or even its site of action.” 


“Some professor suggested 

the analgesic effect of salicylates 
might be peripheral,” at tissue level, 
not central as we were taught.” 


“Could be. That reminds me—some firm has put up a new 
skin-penetrating salicylate in a vanishing cream 
for local tissue pain by inunction.” 

“Does it work ? And isn't it irritating ?” 


“Yes and no. I’ve used it and it works well, 
even in osteoarthritis. It’s not irritating at oll, 
just a means of using salicylate locally.” 


“Sounds promising. I'd like to try it. What is it called 7” * Pomermvaner. 198, 515 (952) 











Algesal 


ng vanishing crear 


7", heth, larmmne salicylate a $o 


non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers 
E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year's total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
to be medically fit, and to pass an interview. 

Full particulars from the 7 ere Medical Department, Queen Anne's Mansions, 
St. James's Park, London, $.W , 
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PSYCHOSOMATIC DISEASE 

By Hugh Barber, M_D., F.R.C. 

Physician Emeritus, Derbyshire Revel Infirmary 
THE — oF PsyCHOSOMATIC DISEASE 

» William Phillips, M.D., F.R.C.P. 

B ysician, Unit Cardiff Hospitals 
THe MANAGEMENT OF PsyCHOSOMATIC DISORDERS 

By John Fry, M.D., F.R.C.S. 

General Practitioner, Beckenham, Kent 
PsyCHOSOMATIC DiIsEASE IN CHILDHOOD 

By George Ormiston, M.D., F.R.C.P.Ed. 

Consultant Paediatrician, Southampton Children’s Hospital and Royal Hants County 

Hospital, Winchester 
PsYCHOSOMATIC ASPECTS OF ULCERATIVE COLITIS 
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Capsules : 


are now available in TWO FORMS 


STANDARD 
Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 
Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 
Incorporating vitamins B,, C, K and PP with the 
norma! 0.50 G. sodium salicylate. 
The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and | ,000 capsules 


Literature and samples on request 


CONTINENTAL LABORATORIES, LTD 


101 Great Russell Street, London, W.C.! 
Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 
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| “ANCOLOXIN 


} MARK 
At TABLETS 
Meclozine dihydrochloride 25 mg., 
plus pyridoxine hydrochloride 50 mg. 
“The use of a combination of control of symptoms was ob- 
meciozine dihydrochloride and tained im all cases, some of the 
pyridoxine (‘ancoloxin’ tablets) patients having previously failed 
in a series of cases of nausea and to respond to either antihista- 
vomiting of pregnancy is re- minic treatment alone or to 
ported. Rapid and effective pyridoxine alone.” 
(PRACTITIONER, 1956 (FuB.) 176, 202) 
DOSAGE: 2 tablets at night. Complete relief is 
usually obtained within five days. Basic 
N.H.S. cost of treatment—1/4 per day. 
Containers of ro and 50 tablets. 
Medical Department 
THE BRITISH DRUG HOUSES LTD. LONDON N.1I 
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